JOURNAL OF THE 


American Geriatrics Society 


Official Journal of the 
American Geriatrics Society - American Therapeutic Society - Texas Geriatrics Society 





VotumE VI January, 1958 NuMBER | 











OLD AGE: THE COMPLETION OF A LIFE CYCLE 
THOMAS N. RUDD, M.D., London. M.R.C.P.* 


Geriatric Unit, Southampton General Hospital, Southampton, England 


I. 


In the recent history of Public Health, three clear stages can be defined: the 
stage of modern sanitation, which led to the control of epidemic disease, the stage 
of maternity and child welfare, and the present stage, in which the predominant 
problems are those of old age. In facing today’s difficulties, it is worth asking 
ourselves how the earlier triumphs of public health were gained. That they were 
triumphs cannot indeed be doubted. Slums have been greatly reduced in Western 
countries and those who lived in such conditions have improved beyond recogni- 
tion in health and often in social behaviour. Epidemic disease is greatly reduced 
in incidence and is largely under control and infectious disease hospitals have 
been turned over to other purposes. Maternity and child health can show similar 
advances; never has childbirth been safer or juvenile health more assured. The 
results are manifest in personal well-being, in statistics and in our under-crowded 
pediatric wards. 

The credit for all this does not lie with the doctors or the politicians. The 
doctor’s part has largely consisted of ‘mopping-up operations.’ Nor can the 
legislature be given all the praise: it is, in fact, difficult to cite any early law or 
regulation that made any difference. Many humane and necessary laws were 
passed, but these came later. The common factor of the early advances seems 
to have been an upsurge in the public conscience, a refusal to allow more in- 
humanity of man to man or to allow certain conditions of living to be perpetuated. 
Small examples, repeated over a widening area, stirred public consciousness until 
it was fully awake, and with enlightened public opinion in the background, 
medical and social science could advance with legal support. 

There is no reason to believe that it can be otherwise in the matter of old-age 
care. Concentrated efforts over the last ten years or more seem so far hardly to 
have touched the problem, which in fact seems to grow faster than the remedy, 
and we seem farther than ever from a solution. What has happened is the intro- 
duction of a new and unperceived factor—the view, begun by politicians and too 


* Consultant Physician, Geriatric Unit, Southampton General Hospital. 
1 








2 THOMAS N. RUDD Vol. VI 


readily accepted by the electorate, that the State can and should solve the prob- 
lem. It is now clear to the most obtuse politician that the State cannot; but voters 
are too emotionally involved to renounce such a comfortable idea. Organised 
religion, too often content with saying heart-easing things, so far hasn’t spoken. 
We are therefore facing a snowball situation of increasing magnitude, the size of 
which we cannot lessen because we are trying in the wrong way. It is not that our 
tools are too large or too small; it is simply that they are not the right ones to use. 


If. 


The answers to problems of human behaviour, when not plain to see, can 
generally be found by a study of the unconscious mind, as the work of Freud and 
Jung has shown. Our recognition and acceptance of trends which might otherwise 
go underground (7.e., become unconscious) is an important factor in healthy 
mental development. Many people, do not really “think”; their behaviour is 
largely instinctual, and they are therefore all the more dangerous, as their action 
is determined by the unconscious, unmodified by reason. Attempts to modify 
such actions achieve nothing more than a sharp emotional response. If that part 
of society known as “the submerged tenth’ were the only “‘unconscious in- 
stinctual ones,’”? we might perhaps cope with the situation; but modern condi- 
tions tend to make most of us live on the surface, unaware of our turbulent 
unconscious desires. It is these latter, in ourselves and in our patients, which are 
creating the geriatric problem. ‘‘Perhaps the most outstanding threat to the aged 
is the attitude of the surrounding culture towards ageing itself. Many western 
cultures tend toward an attitude of elder-rejection. Such cultural exclusion of the 
elderly is based upon sociological characteristics which add up mainly to over- 
emphasis of the values of youth and youthfulness. The ageing person . . . often 
develops a sense of minority exclusion. Since the older person has himself con- 
tributed and participated in these social attitudes of elder-exclusion, he ex- 
periences a psychological phenomenon, immanent in ageing, which may be 
termed self-rejection.”' The process is more or less unconscious, but the more 
unconscious it is, the more will the person turn from old age as unpleasant, dirty 
and burdensome, with perhaps a compensatory over-concern with childhood 
and youth. 

A widespread attitude such as this is highly inconvenient to the needy aged 
who want help quickly, as well as frustrating for the enlightened members of the 
community who are planning, not only for those who are already old, but for 
their elder-rejecting contemporaries who may themselves be in need in another 
ten years’ time. But these ill-effects are small compared with the danger of such 
attitudes to those who hold them and who may later on discover that it is these 
very attitudes which precipitate the psychiatric ill-health which is the major 
threat to happiness and security in the declining years of life. Clearly, a major 
work of reorientation is necessary. The problems of old age have to be faced, not 
only by the nation which considers a burden in terms of increased taxation, but 
by every single person. 


1 Linden, Maurice E.: The promise of therapy in the emotional problems of ageing. Pre- 
sented at the Fourth International Gerontological Congress, Merano, Italy, July 1957. 
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III. 


It is not too sweeping to designate untraditional trends of thought which 
contradict the wisdom of the ages as modern heresies. Today’s emphasis on pro- 
ductivity as the object of life is a case in point. Many people behave as if the life’s 
work is accomplished between the ages of 16 and 65, childhood being merely a 
time of preparation, and the function of education to impart knowledge which 
will increase earning capacity. It is the adult life which matters, and when retire- 
ment is reached the only consolation is to shine among the neighbours as one 
who has been financially successful. Failing this, one can only mark time, await- 
ing death. Such a concept is comparatively new—two or three hundred years 
years old at the outside—and was preceded by centuries when life was regarded 
as an entity, a complete thing, its constituent stages being of equal value in the 
sight of God. By this philosophy, life was reckoned as a whole, with each stage 
having its characteristic attitudes, its own lessons to be learned, its own dangers 
to be faced, and its own contribution to make to the life of the community. That 
old age is as much a necessary stage as childhood needs to be emphasised. People 
who agree that childhood and maturity have their function and that part of the 
work of childhood is to prepare for the next developmental stage, will not neces- 
sarily concur that the same relation exists between maturity and old age. They 
will deny that old age has its part to play, or that as much preparation should 
be made for its coming as was made in early life for the immediate future. Yet, if 
old age is not to take us unawares, some physical and psychological preparation 
is needed. Looking still further into the future, we must also ask ourselves some of 
the deeper questions on the meaning of life and the soul’s future after death. Is it 
not logical also to make some preparation for that? Unless we can provide our- 
selves satisfactory answers we shall be poor guides to others through the final 
stage of life, and most unhappy pilgrims when we ourselves will be making the 
journey. 

One of the difficulties in dividing life into stages is that man matures and later 
on withers in a rather haphazard manner and his age in years is by no means an 
exact measure of his physical and mental condition. Even more difficult is it to 
judge to what extent he has developed out of his previous psychological stage. 
Many robust and intelligent adults are psychologically immature; they still 
behave as schoolboys, seeming to lack that sense of responsibility which ought to 
distinguish maturity. Again, we see people who have carried into old age the 
ambitions, acquisitiveness and urges to power which characterise the fullness of 
manhood. In their way they are as abnormal as Tennessee Williams’ “‘Baby 
Doll.” The fact is, that psychological growth from one stage to another is a 
great deal more difficult than physical development, which often takes place 
without our doing anything about it. There are few obstacles to physical growth 
in civilised countries; the obstacles to development have turned inwards instead 
and are now encountered as psychological resistances. The civilized child becomes 
full of fears about future responsibilities; he is in effect afraid of life, and this is, 
as C. G. Jung points out, the basis of juvenile neurosis. Fortunately the life urge 
is strong enough and the rewards of success glittering enough for these resistances 
to be conquered more or less successfully. What then of the passage through later 
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life? Again adaptations are required, wings once spread have now to be folded, 
and the problem now is fear of death, not perhaps so much in the literal sense, 
but in the renunciation of power and position which are as “‘little deaths” to the 
personality. Jung’s essay, ‘‘The Stages of Life,” is full of telling phrases. He 
speaks of ‘‘the attempt to carry the psychic dispositions of youth beyond the 
threshold of the so-called years of discretion,” and again, ‘‘as formerly the 
neurotic could not escape from childhood, so now he cannot part with his youth.’ 
Even more important, “‘we cannot live the afternoon of life according to the 
programme of life’s morning—for what was great in the morning will be little at 
evening, and what in the morning was true will at evening have become a lie.’ 
A safe journey into normal and happy old age is thus no easier than a safe pas- 
sage into maturity; we cling, not unnaturally, to the comfort and the certainties 
of the present, drawing back from the unknown dangerous tomorrow. The basic 
fear of middle life derives from the false premise that maturity is the one desirable 
stage and that old age means only decline and an awaiting of death. It is sur- 
prising that so many people of middle age “get stuck” in their current stage, 
unaware that in resisting normal development and clinging to outgrown attitudes, 
they are inviting frustration? 

The fundamental difficulty in completing the last stage of growing up is the 
extremely unattractive picture which we have made old age present. As Jung 
continues, ““A human being would certainly not grow to be seventy or eighty 
years old if this longevity had no meaning for the species to which he belongs.’” 
We paint age as undesirable on many counts; we overstress its dependency and 
undervalue the cultural gifts which old age can bring. But this very dependency, 
an essential characteristic of normal and happy age, is not in itself an entirely 
undesirable thing. Like other things, including a refusal to accept one’s limita- 
tions, it is ambivalent, capable of being beautiful or ugly, depending on how it is 
practised. As to the cultural values of age, however much we may despise them, 
they are part of the heritage of our civilisation. It is to our elders that we owe our 
deep feeling, so easily lost in the competitive turmoil of active life, that the mean- 
ing of life transcends ambition and material success and that true happiness is 
independent of both, that the religious teaching which brought us comfort in 
childhood remains valid even though we had forgotten it, and that our ability 
to learn willing renunciation of things we are certain to lose is as valuable a part 
of education as the acquisition of a trade skill. Nor is the maintenance of cultural 
values the only benefit age confers. The old are not nearly as useless as they and 
we often think. They contribute to the national economy directly as well as 
indirectly, through releasing younger women for industry. Furthermore, as a 
recent speaker* has insisted, the stimulus they give to younger people to save for 
the future is such that if old age did not already exist, it would be necessary for a 
Chancellor of the Exchequer to invent it. 


2 Jung, C. G.: Modern Man in Search of a Soul. London. Kegan Paul, 1945, p. 109. 

3 Jung, C. G.: Ibid. p. 125. 

‘Smith, B. A.: Personal contribution. Fourth International Gerontological Congress, 
Merano, Italy, July 1957. 
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IV. 


It is an unfortunate thing that many people, doctors, nurses, social workers 
and even clergy, have very little understanding of what it feels like to be old, be- 
cause of psychological resistances to straight thinking. This is the reason for the 
defective approaches we so often find. We are all familiar with the antipathy 
which looks on old age as dirty and repellent, and the aged themselves as better 
dead. The patronage which fundamentally despises age and which talks down to 
it, is an equally sterile approach, unproductive of good because of the lack of 
identification between the parties concerned. Even more dangerous, the social 
worker may make an entirely wrong identification, putting herself alongside the 
Creator instead of the creature, in a sterile endeavour to make up to the sufferer 
what a cruel Providence has apparently denied him. Lastly we note the emotional 
approach to the aged, usually based on the social worker’s self-pity; thus good 
works are spoiled by sentimentality. All these approaches fail through a failure 
to identify between the two age-groups. ‘‘There but for the grace of God, go I” 
can only express an individual reaction to an averted danger; it is wholly inap- 
plicable to the relation between the social worker, who is at any rate unassured 
about her personal future, and her older clients. John Donne summed up the 
valid approach when he wrote: “Any man’s death minishes me because I am 
involved in mankind; and therefore never send to know for whom the bell tolls; 
it tolls for thee.” 

What is so easy to forget is that our feelings about ourselves do not fundamen- 
tally change as age advances, even though mentation may slow and memory 
begin to fail. We still retain our personalities and are hurt if they are ignored. 
Miss Margery Fry has given one of the best modern descriptions of these feelings. 
“To the administrator, an individual may be just ‘that old woman, I think her 
name is Jones,’ but to herself she is the Katie Jones who won a prize for scripture 
and had the smallest waist in her class—with a thousand other distinctive 
features—who just happens to be old.’® It is then no wonder that people who 
have throughout their lives grouped themselves into clubs and societies according 
to their interests and achievements should object to be classified into undiffer- 
entiated old people on the sole ground of the age-disability they share. It is in 
the neglect of the personality, and the honoured name which represents it, that 
we who are doctors, nurses and social workers most surely fail. The practice of 
referring to our hospital patients by the group-names of ‘‘Pop”’ and ‘‘Grandad”’ 
is inconsiderate of them, as well as being hurtful to our own approach. Apart 
from respect, the aged have certain other needs in common with the younger 
age-groups. Above all, they need security. Volumes have been written on this 
need in children. To the aged also, insecurity is a perpetual threat, in the realms 
of health, of companionship and of place of residence. About many of these haz- 
ards, little enough can be done. Security of tenure in the home is, at least, in some 
degree under our control, if we will pay attention to the essential services which 
support home-care. Home-Helps, “Meals on Wheels,” day-visitors and night- 





5 Fry, M.: Old Age in the Modern World. Edinburgh, E. and §. Livingstone, 1955, p. 6. 
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attendants all play their part in providing security. Residential hostels which 
provide sick rooms to avoid unnecessary admission to hospitals all do their duty, 
but these efforts will be ineffective if family doctor, nurse and home-matron have 
omitted to learn the art of nursing the elderly-frail and how to prevent the in- 
continence of urine and of the bowel which are so distressing to patient and 
attendant alike. Many old people who are ‘‘problems” where they are living, 
would not be so if only someone would learn the technique of handling them. 
Unnecessary hospital admissions would then be avoided. A further need is the 
ability to choose, in itself merely an extension of courtesy to the personality. 
Choice is one of those things we must learn to relinquish as we age—the old per- 
son is well aware that in the big things of life he has little enough to say; to 
choose one’s course in the little things is none the less healthy. If one cannot 
choose for oneself where to live, it is at least good to choose between tea and 
cocoa, between cheese and fruit, and whether to spend one’s scanty pocket 
money on sweets or tobacco. Even the choice of a sitting-out place in a residential 
home helps to dispel apathy and senile dementia. Such choices can be arranged 
without difficulty by families and those who order the lives of dependent old 
people. When the choice is not offered, we have failed in our duty to our charges 
who depend on us. Religious consideration is a further need. The loss of our 
religious sense is no reason to forget the strong religious feelings of others, es- 
peciaily the aged. In many old people, the religious sense is dormant, and may 
need arousing. It is, at any rate, not identical with that in younger people. Like 
everything else, it changes with the years. Thought becomes mellower and we 
view the present, not only in the light of the past, but especially in the light of 
the future. Old people may thus become more tolerant of other varieties of faith: 
they do not, however, become less “denominational” and we have no right to 
think that any kind of religion will do for them. Even when inarticulate, the 
thoughtful old person does not want his religion to consist only of bright singing 
and superficial sermons. He wants something adapted to his personal problems, 
which cannot be supplied by a kind of religious “‘group-therapy.’’ What he needs 
most of all is reassurance about his sense of personal unworthiness and the likeli- 
hood of God’s pardon for sin. Sympathetic attendants who recognise this need 
can be the first step in bringing comfort. The feeling is, in itself, a practical 
expression of belief in the existence of God, and in the Divine attributes of power, 
love and mercy. To have advanced so far on the road of Faith is no doubt a 
great achievement for many, indicating that they have found what Riccardo 
Lombardi® calls the minimal expression of indispensable faith on which ultimate 
salvation may depend. To recognise this feeling gives reality to the prayers 
which are made for holy souls ‘‘that through devout supplication they may obtain 
the pardon they have always desired.”’ 

The reason for rejection of old age is not, however, the proximity of death, 
nor the quiet decline of our powers as we sink into mellow senescence: it is rather 
the brutal assaults which may suddenly come upon the personality, the sudden 
deprivation of faculties of speech, sight and movement and the loss of security 


6 Lombardi, R.: The Salvation of the Unbeliever. London, Burns and Oates, 1955. 
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and companionship. Some such are clearly inevitable; they are hazards common 
to all stages of life. In later years, these threats seem more menacing and their 
reality tends to obscure the fact that the danger is not inevitable. Realisation 
that these threats can often be averted and that ill health is the abnormal state 
rather than the normal, restores to us a sense of proportion. Only too often, 
faulty patterns of living during maturity, wrong eating, drinking and smoking, 
and even more importantly, faulty thinking, exert their effect during post- 
retirement years. The dangers of these physical excesses are by now very widely 
recognised by the medical profession. Even more important factors in ill health 
are the neurotic fears and tensions to which the modern world is prey. These are 
fundamental in producing not only frank anxiety states, but stress-conditions 
such as peptic ulcers, asthma, hypertension and other illnesses, the origins of 
which are now recognised as psychosomatic. Even senile dementia, formerly 
regarded as being arteriosclerotic, is now held to be primarily the result of 
emotional factors, the vascular changes being the “last straw’’ causing breakdown 
in an organ already overburdened by anxieties and stresses. Disability and ill- 
health are clearly not entirely preventable but can to a large extent be avoided 
by healthy living in early life and especially in the pre-senile years. Most im- 
portant of all is a philosophy of life which excludes anxieties and which inculcates 
patience, cheerfulness and courage. Regarded in this way, advancing years 
present, not an inevitable threat, but a challenge to the whole personality to 
learn the lessons which life would teach, the willingness to grow up and to accept 
the fullness of experience, rather than to confine it for ever within the limitations 
of the middle years. 


V. 


Once the philosophy of old age has been worked out, we are enabled to ap- 
proach its problems rationally. We can now see old age as an essential stage both 
for the individual and the community, and think more of what old age is con- 
tributing (though often in silence) rather than the burden it is said to impose. 
The burden has been much exaggerated of late and the problems are, in fact, 
only insoluble if wrong methods are used. 

The Welfare State’s greatest contribution to modern thought is surely that 
legislation, aided by taxation, cannot solve problems whose basis is primarily 
moral. Of such a nature are those we are now considering. When old people have 
families whose moral basis is sound, no problem really exists, however grave tl > 
degree of dependency. The problem arises only 1) when a heavy load is falling 
on the only young member of the family, 2) when the old person has no younger 
relatives (as is found in 25-30 per cent of cases), or 3) when the family lacks a 
proper sense of responsibility. Medical and home-care services should normally 
be able to cope with the first group in their stride. The real stress and strain 
arises in the other two groups and it is with these people that the inadequacy of 
the Welfare State becomes manifest. These two groups comprise the lonely and 
rejected on whom fall the highest incidence of senile dementia. They are the frail. 
the mentally-deteriorated, the confused, and those unequal to independent living, 
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They throng the wards of general, geriatric and mental hospitals, present the 
greatest difficulty in discharge, and cause not only long waiting-lists but such 
overcrowding of wards as to make proper medical and nursing care almost im- 
possible. The effect is that geriatric and mental nursing become unpopular, 
that nursing standards fall, and that good work ceases. The difficulty is insoluble 
financially, for even if the enormous expansion of hospitals which the situation 
demands could be paid for, the additional nurses required could not be found in 
countries where there is full employment for women in the production of luxury 
goods. Highly-taxed communities are not only unwilling for further taxation but 
are discovering that they have overstepped economic levels and that Trades 
Unions are now demanding higher wages, in line with increased taxes and a rising 
cost of living. In Britain at least, a deadlock has been reached. Mental hospitals 
are overcrowded (largely with older people for whom no home can be found) to 
the point of inefficiency, because the community at large is unprepared to make 
the sacrifices required—an example of one section of the nation being sacrificed 
to another and larger section. Nor are the real victims the only sufferers; the 
larger world cannot be unaffected by what is happening. We have within us an 
uneasy feeling that before long the tables may be turned, that we ourselves may 
be subjects of old-age disability or psychiatric ill-health, that we may be one 
with the dark priest of Diana at Nemi, of whom Macaulay wrote, 


“The priest that slew the slayer 
And shall himself be slain.’’ 


The uneasiness which this engenders bodes ill for the future. 

The well-being and proper care of the aged and mentally sick is not only a 
moral duty falling on the fit, but also a psychic necessity if the latter are to 
remain mentally fit. When the State is helpless, common sense and moral re- 
sponsibility must assert themselves and take over. For too long have we answered 
the question ‘‘Am I my brother’s keeper?” in the negative, pointing to the State 
as the responsible object. The road back to individual responsibility will not be 
an easy one. The ground will need careful preparation by moral and religious 
leaders and a host of small examples will be required before the national con- 
science can be aroused. We can then await a solution to our present problems, 
with the same expectation with which our fathers awaited their success in the 
fields of hygiene and child care. Meanwhile, a start can be made by activating 
our own religious bodies, professional and industrial guilds to take greater 
responsibility for their ailing members. Mediaeval trading companies, such as the 
Merchant Venturers of Bristol and the great City of London Companies had a 
long tradition of charitable care, which modern Trades Unions could emulate. In 
assuming responsibility for their fellows, more Christians could follow the chari- 
table example given by the Jewish faith: too often organised charitable work is 
left to Catholic Religious Communities and the Salvation Army. Until every 
thinking man of good will accepts a share in responsibility for others, the problems 
will remain unsolved. Comforts may have to be sacrificed and standards of living 
lowered, but against this we shall be able to set quiet consciences, a deepening 
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of the personality and a chance of personal old age, untroubled by mental 
clouding. 


VI. 

Old age may still hold sadness for us. That may be not only inevitable, but 
essential for our maturation. We shall still want to add life to years, but only so 
that life shall be filied with experience. We know that “there are no fields of 
amaranth on this side of the grave. There are no voices, O Rhodophe, however 
sweet, which are not soon silent. There is no name, with whatever emphasis of 
passionate love repeated, whose echo is not dim at last.’’ We do not ask that life 
should be different; we only ask to be able to accept it, and to have such physical 
and mental health as will enable us to live it on the highest plane consistent with 
our experience and abilities. 








GOUT NEPHROPATHY 


8S. K. FINEBERG, M.D., F.A.C.P.* 
New York,t N. Y. 


Gout is produced by a disorder of purine metabolism which most frequently 
has its clinical onset in the middle decades of life. However, since it is believed 
that gout stems from a genetic defect in enzyme chemistry, an inborn metabolic 
error, the person on whom this burden is thrust will carry it for all his remaining 
years. Whether this cross remains light and relatively insignificant or whether 
it becomes so heavy that life is shortened depends on the severity of the defect 
and, of late, on the extent and type of therapy. 

In recent years the triumphs of medical science, particularly over diseases 
caused by bacteria and viruses, have resulted in an increasing proportion of aged 
people in our population. As a direct consequence, diseases of metabolism and 
degeneration, such as gout, have attained increased significance because of their 
greater prevalence and more prolonged courses. Naturally, the later manifesta- 
tions of these conditions will be seen with ever increasing frequency. 

Involvement of the kidneys in gout is not usually a late manifestation and may 
even precede by years the first acute articular episode (1, 2). Generally speaking, 
the longer the disease has been present the greater will be the extent of the renal 
damage. Indeed, the great frequency of nephropathy in gout and the realization 
that it is not a complication of the disease but actually part and parcel of the 
whole pathologic process has not been sufficiently appreciated. In a survey 
of reports based on both clinical and postmortem material, it was found that 
kidney disease was almost as frequent as arthritis (3, 4). The reason for the 
general lack of awareness of this startling fact is that in most cases the renal 
disorder is symptomless and detectable only in the laboratory, whereas the arthri- 
tis is a pronounced symptom which is never silent. Significantly, nephropathy 
is believed to be the most common direct cause of death in gout before the age of 
50, and to account for renal failure, uremia and death in many of the older group 
of patients (5). In contrast, only about 2 per cent of cases of chronic gouty arthri- 
tis advance to the stage in which the patients become bedridden and totally 
crippled by the disease (6). 

The nephropathy of gout may pursue its course with slow, steadily progressive 
destruction of the renal parenchyma, or may exhibit itself as nephrolithiasis of a 
severe degree over a relatively short period of time. Less commonly, urate calculi 
may be passed repeatedly for years before the onset of the acute articular phase 
(1, 2). Examples of each of these types of nephropathy will be briefly described 
and discussed. 

CASE REPORTS 
Case 1 


This 65-year-old white male had been kept under observation since 1941, at which time 
he was admitted to Harlem Hospital with obstructive jaundice secondary to a stone in the 





* Attending Physician and Physician-in-Charge of the Metabolic Service, Harlem Hos- 
pital, New York, N. Y. 
+ Address: 1056 Fifth Avenue, New York 28, N. Y. 
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common duct. This attack subsided spontaneously. He had had an attack of renal colic in 
1926 at the age of 34, followed several months later by the initial appearance of podagra. 
At this time hyperuricemia was discovered. After that, attacks of acute arthritis typical of 
gout appeared at intervals of six to eighteen months. Seven or eight years later, tophi of the 
ears and albuminuria were noted. In 1941, fifteen years after the onset of gout, the urine 
contained albumin (3 plus), a few white blood cells, clumps of amorphous material, and 
occasional hyaline casts; the specific gravity varied up to 1.018. Blood pressure was 140/80 
mm. Hg. The concentration of blood urea nitrogen was 12 mg. per 100 ml., and of creatinine 
1.3 mg. per 100 ml. Roentgenograms of the feet and knees showed changes consistent with 
chronic gouty arthritis without grossly visible deformity of the joints. Excretion urography 
indicated good function and normal filling of the right kidney, but incomplete filling of the 
left kidney. During the next ten years attacks of arthritis became much more frequent and 
prolonged. Toward the end of this period hypertension developed and the amount of al- 
bumin and formed elements in the urine increased. In 1951 the specific gravity of the urine 
was found to be fixed at 1.010, and the blood urea nitrogen level had risen to 31 mg. per 
100 ml. Upon intravenous pyelography there was no visualization on the right and in- 
sufficient visualization on the left. A phenolsulfonphthalein test (intramuscular) showed 
25 per cent excretion in two hours. 

At this point (1951) a therapeutic regimen was instituted, consisting of a low-protein diet, 
probenecid (Benemid) 1.0 Gm. daily, and colchicine 1/100 gr. daily. After four months the 
blood urea nitrogen level had fallen to 16.3 mg. per 100 ml. and the patient felt much im- 
proved. During the ensuing six years the gouty arthritis was well controlled under this 
regimen. However, despite the initial improvement in renal function, there was a gradual 
increase in renal failure. In December 1956, the blood urea nitrogen level was 56 mg. per 100 
ml. By February 1957 the urea nitrogen level had risen to 90 mg. per 100 ml. Fatigue was the 
main clinical manifestation. Both probenecid and colchicine were discontinued because of 
the potential danger of a nephrotoxic effect in the presence of severe renal failure. 
Case 2 

On March 21, 1952, a 64-year-old male Negro was admitted to the Metabolic Service of 
Harlem Hospital complaining of severe pain and swelling of the feet and ankles. These 
symptoms had first appeared two or three months prior to admission and had gradually in- 
creased in severity. Similar but milder attacks of polyarthritis, spaced by gradually decreas- 
ing symptom-free intervals, had begun eight years before. Thirteen months before admis- 
sion the patient had had a right nephrectomy because of a staghorn calculus occupying the 
renal pelvis. Review of the findings at the time of operation revealed that the serum level 
of nonprotein nitrogen was 30 mg. per 100 ml., and of uric acid 6.2 mg. per 100 ml. An intra- 
venous phenolsulfonphthalein test showed 99 per cent excretion in eighty minutes. The re- 
moved kidney was an enlarged hydronephrotic, pyonephrotic sac; functioning tissue had 
been completely destroyed. 

At the time of admission in March 1952, the patient was febrile, unable to walk, and ap- 
parently in great pain from edematous and exquisitely tender feet and ankles. Over both 
external malleoli were ulcerated tophi. The significant laboratory data were: albuminuria 
(1 plus), with granular and hyaline casts; blood concentration of hemoglobin 9.5 Gm., uric 
acid 16 mg., urea nitrogen 80 mg., and creatinine 3.5 mg. per 100 ml.; urea clearance was 
17.6 per cent of the average normal value. 

During a therapeutic regimen consisting, in the main, of colchicine, alkalies, penicillin 
and salicylates, the blood levels of uric acid, urea nitrogen and creatinine gradually fell, 
until on the twenty-fourth day uric acid was 7.2 mg., urea nitrogen 17 mg. and creatinine 


1.3 mg. per 100 ml. With intravenous pyelography there was no visualization of the left 
kidney. 


Case 3 


This 57-year-old white male was first seen on April 26, 1950. He had passed red-brown 
sandy gravel in the urine several times in the preceding two weeks. In the two or three days 
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before admission he had noted slight dysuria and bilateral pain in the flanks. He had had 
three similar episodes in twelve years. On examination there were no physical abnormalities. 
Complete urinalysis showed only 3 to 4 white blood cells per high-power field. 

The patient was seen again eight months later, in December 1950, complaining of mild 
monoarticular arthralgias, weakness and lack of energy. Again, no abnormalities were 
noted on physical examination and results of urinalysis, complete blood count and x-ray 
examination of the left shoulder were within normal limits. At this time a more detailed 
family history revealed that the patient’s father had had interval gout and his mother had 
chronic tophaceous gout diagnosed by the presence of uric-acid crystals in a biopsy speci- 
men taken from a tophus. In addition, a brother aged 55 had gout and severe coronary artery 
disease. 

The patient’s serum uric acid level was 5.0 mg. per 100 ml. A therapeutic trial of colchicine 
produced a remission of symptoms within twenty-four hours. 

Several months later, in April 1951, the patient returned. He had just passed in his urine 
a quantity of the red-brown sandy gravel described previously. Laboratory analysis showed 
this material to be composed of salts of uric acid. On several occasions in the next three 
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Fig. 1. Deposits of amorphous uric-acid crystals in the renal parenchyma. Note the typ- 
ical foreign-body giant-cell reaction around the clumps of crystals. (Courtesy of the Armed 
Forces Institute of Pathology, Walter Reed Army Medical Center, Washington, D. C.) 
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Fic. 2. Microscopic sections of a kidney showing uric-acid crystallization in the parenchyma. (From 








" the pathologic material of Dr. John H. Talbott, Buffalo General Hospital, Buffalo, N. Y. Repro- 
duced with permission, from Merck Sharp and Dohme, Seminar Report, Vol. 1, 1956.) 
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Fic. 3. Cut section of the kidney of a patient with mild gout of twenty-five years’ duration. Numer- 

ous urate depositions may be seen throughout the parenchyma. (From the pathologic material of 
Dr. John H. Talbott, Buffalo General Hospital, Buffalo, N. Y. Reproduced with permission, from 
Merck Sharp and Dohme, Seminar Report, Vol. 1, 1956.) 
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Fic. 4. Contracted kidney of a patient with gout, in whom renal failure had been present for more than 
five years. (From the pathologic material of Dr. John H. Talbott, Buffalo General Hospital, Buffalo, 
N.Y. Reproduced with permission, from Merck Sharp and Dohme, Seminar Report, Vol. 1, 1956.) 
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years the patient had hematuria associated with the passage of quantities of gravel. When 


he finally consented to cystoscopy, several large uric-acid calculi were removed from the 
bladder. 


COMMENT 


The mechanical deposition of urate crystals in the tubules and interstitial 
tissues of the kidneys with subsequent inflammatory, degenerative and for- 
eign-body reactions and the formation of calculi in the renal pelvis lead to a 
variety of pathologic changes (2, 7). These changes may be grouped together 
under the heading of primary gout nephropathy. Deposits of urates in the 
collecting tubules with blockage of the lumina and necrosis of the epithelium 
lead to atrophic destruction of the glomeruli (8). Deposits of urates in the inter- 
stitium set up a chronic inflammatory reaction of lymphocytes and foreign-body 
giant cells (Fig. 1 and 2). When such deposits attain macroscopic size they be- 
come renal tophi (Fig. 3). The destruction of functioning nephrons by atrophy 
and fibrosis (Fig. 4) slowly produces renal insufficiency, failure and uremia. This 
form of gout nephropathy appears to be classically exemplified by Case 1. 

The formation of radiolucent calculi composed of uric-acid crystals is another 
fairly common form of primary gout nephropathy. These calculi may be voided 
or they may lodge in the renal pelvis or bladder, as in Case 3. Later on they may 
attract calcium salts and become large concretions, even filling the renal pelvis in 
the form of branching or staghorn calculi and leading ultimately to complete 
kidney destruction (Case 2). 

The eventual sequela of crystalline deposition and nephrolithiasis is infection 
or pyelonephritis. In gout nephropathy, therefore, there are secondary types of 
nephritis. These are natural results of interference with the normal hydro- 
dynamics of the urinary tract. In turn pyelonephritis caused by urea-splitting 
bacteria predisposes to further formation of calculi, as the strong alkalinization 
of the urine enhances the growth of radiopaque calcium stones (9). The estab- 
lishment of this vicious cycle is of grave prognostic import and strenuous thera- 
peutic efforts should be made to break it. 

Among the most significant complications of gout are the renal vascular lesions 
common to that disease and properly classified as a secondary, although cer- 
tainly not a minor, form of nephropathy. These lesions are mainly those of arterio- 
lar nephrosclerosis (10, 11). Along with hypertension, coronary artery disease 
and cerebral arteriosclerosis, they are evidence of the accelerated vascular de- 
generation seen in this disease of metabolism. Their constant presence in every 
longstanding case of gout led to the belief that this was the only pathologic change 
in the ‘gout kidney.’’ Consequently, the existence of a specific primary nephro- 
pathy in gout has been usually denied or minimized. 

In Figure 5 an attempt has been made to illustrate diagrammatically the 
primary and secondary types of the nephropathy of gout and their close inter- 
relationships. 
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Fie. 5. Schematic representation of the types, interrelationships and course of gout 
nephropathy. 


DISCUSSION 


In gout, prior to the advent of renal failure, there is no impairment of the 
renal excretory mechanism for uric acid; there is, rather, an overwhelming of a 
normal but congenitally weak device (12-15). The gouty person throughout most 
of his life excretes far more urates that the normal person because his metabolic 
error leads to overproduction of uric acid. However, when the kidneys cannot 
clear the plasma of urate at a sufficiently accelerated pace, the result is retention 
and deposition in the tissues. Uric acid is relatively insoluble, both as the free 
acid and as the sodium salt. Therefore, when its concentration in serum exceeds 
6.5 mg. per 100 ml., precipitation may occur in joints, epiphyses, tendons, bursae 
and cartilage (7, 16). The factors which govern the predilection for certain sites 
are unknown. The selection of the kidney as a site for crystallization appears 
logical. The concentration of uric acid in the glomerular filtrate is approximately 
the same as in a protein-free filtrate of serum (17). When water is reabsorbed in 
the tubules the concentration of urates there must be higher than anywhere else 
in the body. Thus it is not surprising that renal damage is so common in gout. In- 
deed, it is more surprising that renal tophi are not present in every case which 
reaches the tophaceous stage. As might be expected, it has been found that the 
tubules are the earliest, the most frequently and often the most severely affected 
portion of the renal parenchyma (8). 

Experience and observations have taught that the chronic renal failure caused 
by gout nephropathy is usually slower in progression than that caused by other 
forms of renal disease, such as chronic glomerulonephritis (5). In recent years 
this slower, more favorable course has been aided by the addition of a new thera- 
peutic agent in the treatment of gout. Probenecid, or p-(di-n-propylsulfamyl)- 
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benzoic acid, which acts by blocking the tubular reabsorption of urates, has proved 
to be the most effective uricosuric agent discovered to date. It increases the clear- 
ance of urate by several hundred per cent and may reduce the plasma level of 
uric acid by 30 to 60 per cent in forty-eight hours (18, 19). Probenecid therapy 
thus provides a satisfactory correction for the metabolic error which is the 
underlying pathogenetic factor in the disease. The normally inefficient renal 
excretory mechanism is now easily able to cope with the excessive quantities of 
uric acid constantly thrust upon it. In fact, so efficient does the excretion of 
uric acid become that the continuous use of 1 to 2 Gm. of probenecid daily will 
maintain a persistent negative balance of 0.2 to 0.4 Gm. of uric acid per day. 
It is now well established that such prolonged maintenance therapy may gradu- 
ally cause the solution and elimination of at least some of the long-standing 
chalk-like tophi (16-19). Since this reversibility has been clearly demonstrated 
regarding deposits in the joints, it seems logical to assume that it applies also to 
deposits in the kidneys. The recent advent of the technique of renal biopsy may 
soon provide the necessary pathologic material to corroborate this assumption. 

Naturally, it is not anticipated that renal tissue which has been destroyed by 
atrophy, fibrosis or infection can be restored to function. However, the removal of 
tophi and calculi and the prevention of further damage should improve and sup- 
port the renal functional capacity. The greatest field of usefulness for probenecid 
appears to lie in the possibility of total eradication of the tophaceous stage of 
gout and its characteristic nephropathy. The principle of ‘urate desalting” by 
means of prolonged maintenance therapy with probenecid is a sound one. It 
should be applied in all cases of gout in which any sign of renal damage is de- 
tected or in which the frequency of acute attacks of arthritis provides a warning 
that the degree of metabolic error is severe. 


SUMMARY 


Gout is a metabolic disorder which is particularly significant in the middle 
and later decades of life. 

As part of the pathologic picture in gout, renal damage is found almost as 
frequently as arthritis. However, since the nephropathy is usually symptomless 
for many years, it is either undiscovered, overshadowed by the arthritic mani- 
festations, or attributed to some other cause. 

The nephropathy of gout is believed to be specific in many instances and 
directly caused by the precipitation of urate salts in the tubules and interstitial 
tissues of the kidneys with resultant inflammatory, degenerative and foreign-body 
reactions. Another primary form leads to formation of calculi. Admixtures of 
these types are frequently seen. In addition, there are secondary forms of gout 
nephropathy which are nonspecific and due to bacterial invasion and accelerated 
vascular disease. 

Probenecid appears to effect a satisfactory correction in most cases of the 
defect in enzyme chemistry which is the pathogenetic factor in gout. Long-term 
maintenance therapy with probenecid in tophaceous gout may halt or even par- 
tially reverse the nephropathy. It should be instituted without hesitation in cases 





16 


S. K. FINEBERG Vol. VI 


in which the degree of the metabolic error indicates the imminence of pathologic 
changes which could be irreversible, either in the joints or the kidneys. Such care- 
ful and thorough prophylactic treatment may lead to the complete prevention of 
the tophaceous stage of gout. 
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A CONTROLLED STUDY OF AN INTENSIVE TREATMENT PROGRAM 
FOR HOSPITALIZED GERIATRIC PATIENTS* 


WILLIAM PAPPAS, M.A.f, CURTIS W. PAGE, Pu.D.t anp 
JEANNETTE BAKER, M.D.§ 


Fergus Falls State Hospital, Fergus Falls, Minnesota 


INTRODUCTION 


Previous studies (1, 2) have suggested that intensive treatment increases the 
hospital discharge rate of geriatric patients. This earlier work, however, was not 
entirely satisfactory. For one thing, adequate controls were lacking. Having no 
control group, the investigators were forced to contrast current discharge rates 
with earlier figures. As the authors indicated, such studies may reflect changes in 
hospital attitudes toward discharge rather than real improvement. 

In any short-term project, the rate of discharge from the hospital is a ques- 
tionable criterion. This criticism is especially true in geriatric research, a field in 
which discharge depends upon the interest of relatives and the availability of 
community resources, 7.e., adequate rest homes. 

The earlier research revealed that the behavior level of most patients declined 
following intensive treatment. Even discharged patients showed no rise in overt 
behavior level. 

There are two explanations for these findings. First, deterioration may be 
inevitable in the aged. Second, improvement in geriatric patients may involve 
changes in attitudes rather than in overt behavior. 

These findings raise three questions with which the present study is concerned: 
|) Does intensive treatment help geriatric patients? 2) Does improvement in- 
volve changes which are not reflected in overt behavior? 3) Are there certain 
factors which influence response to intensive treatment? 


METHOD AND PROCEDURE 
Selection of the sample 


All patients in the Geriatric buildings were rated by ward personnel on the 
L-M Behavior Rating Scale (3, 4). Omitted from the total group were: (a) pa- 
tients who had incapacitating or crippling conditions requiring either wheel-chair 
or bed care, (b) those who were blind or totally deaf, (¢) mentally defective pat- 
ients with histories indicating repetitive, inadequate adjustment, and (d) those 
who spoke only foreign languages. 

From the 110 men and 110 women with the highest behavior rating scores, 
55 matched pairs of geriatric women and 55 matched pairs of geriatric men were 
assigned to the experimental (intensive treatment) and control (custodial care) 


* Supported in part by a grant from the Department of Welfare, State of Minnesota. 
+ Research Psychiatric Social Worker, Fergus Falls State Hospital. 
t Presently, Director of Research and Training, Traverse City State Hospital, Michigan. 
§ Staff Psychiatrist, Fergus Falls State Hospital. 
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groups. Length of hospitalization, diagnosis and age were not controlled; differ- 
ences, however, were not significant. The mean age for the male groups was 
73.44 years and for the female groups, 72.04 years. The mean length of hospitali- 
zation for the men was 9.19 years and for the women 9.33 years. 

Replacements for patients separated from the program were secured from the 
“pool” of patients in the geriatric buildings. For the first nine months of the study 
each group was maintained at 55 patients. After this time, no new patients were 
admitted to the study because time precluded adequate evaluation. 

The patient in the “pool’’ whose L-M score was equivalent to the initial be- 
havior rating of the patient leaving the program served as a replacement. Gener- 
ally, the scores of the 2 patients did not differ by more than .15 L-M scale point. 


Housing of patients 


The problem of housing the experimental and control groups involved: 1) a 
comparable environment in which the only variable would be intensive treat- 
ment, and 2) sufficient space in this environment for activation and special 
attention. 

The two geriatric buildings, one housing men and the other housing women, 
offered the setting described. The “open wing” of each geriatric building was 
designated as the area for experimental patients. However, because of limita- 
tions of space, there was a tendency to house patients in the closed wings. 


Evaluative techniques 


In order to provide a basis for evaluating behavior and attitudes, two scales 
were employed: the L-M Behavior Rating Scale which furnishes an index of overt 
behavior; and the Lorr Multi-dimensional Scale (5) which reflects ideation, 
orientation and emotional tone. 

All patients in the experimental and control groups were rated on the L-M 
scale independently by 2 psychiatric aides, at the beginning and at the end of the 
program. Two research workers also rated all patients on the Lorr scale over a 
period of two and half months at the beginning of the study, and over a period 
of two months at the end of the study. Patients separated from either the experi- 
mental or control groups through transfer or discharge from the hospital were 
given a final rating on both the L-M and Lorr scales. 

In order to estimate reliability of the Lorr scale, 2 research workers during the 
same interview rated 30 random cases independently. At the beginning of the 
study a reliability coefficient of .87 was obtained. The reliability increased to 
.95 by the end of the study. Agreement also increased from 78 to 88 per cent.' 
Greater inter-judgmental agreement on the terminal ratings may be a function 
of increased skill in the use of the Lorr scale. 

A third type of evaluation consisted of electroencephalographic tracings 
(6-channel Medcraft) in most patients of the experimental groups. The electro- 


1 Judgments that differed by 44 point were considered 50 per cent agreement; judgments 
that differed by 1 or more points were considered disagreements. 
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encephalogram (EEG) may provide a clue to possible organic factors in the 
patient’s illness. Since mental illness in later life is often attributed to organic brain 
disease, an evaluation of the relationship between organicity and response to 
intensive treatment should be enlightening. During the study a total of 101 
valid EEG’s were obtained in this group. 


Treatment 


Treatment planning was primarily the responsibility of the research staff, 
and secondarily of the psychiatric aides. Once a week, on each ward, a two-hour 
meeting was held to evaluate the patients and plan their treatment.? This team 
consisted of a physician, a clinical psychologist, 2 research workers (a psychol- 
ogist and psychiatric social worker), a social worker, and the aide whose pa- 
tient was being discussed. After reviewing the clinical record and ward behavior 
of the patient, he was interviewed. The resulting treatment plan, which centered 
on the patient’s psychosocial needs, included: 1) therapeutic attitudes and ap- 
proaches, 2) interests and activities which we wanted to encourage, and 3) a 
specific work assignment for some patients. The treatment plan was filed in the 
patient’s ward chart where it could be referred to by the aides. 

In addition to evaluation conferences, aide meetings were held once a week for 
an hour and a half on each of the geriatric wards. In attendance were the ward 
physician, the 2 research workers, the ward charge nurse, and the psychiatric 
aides on the ward. At these meetings aides related their progress in working with 
their patients. Attempts were made to help the aides with the problems they en- 
countered. Treatment plans were modified or reformulated as indicated. Adminis- 
trative and ward problems were also discussed. 

Aide conferences had another purpose, namely, development of mature, un- 
derstanding attitudes toward geriatric patients. Within the framework of a per- 
missive and accepting atmosphere, aides could voice their ideas and feelings and 
receive help from others. Mature attitudes toward the aged developed primarily 
during the first half of the study. 

A total of 130 patients, 65 from each ward, were evaluated and discussed at 
our conferences. 

Ten aides on the men’s ward and 9 aides on the women’s ward were involved 
in carrying out specific therapeutic tasks with the patients. Some of these tasks 
were: visiting, initiating focussed discussions, playing various games, taking 
patients home for coffee, taking patients to special community events or points 
of interest, taking them on picnics or fishing trips, and performing specific tasks 
on the ward. Each aid was assigned from 5 to 7 patients. On days off, aides as- 
signed their therapeutic functions to other personnel. Aides also recorded ob- 
servations on their patients and kept records of their patients’ participation in 
hospital and ward activities. 

2 EEG tracings were helpful in the planning of treatment. For example, one aide who 


was frustrated with the lack of progress in her patient, became more understanding of the 
patient’s limitations after the abnormal EEG was discussed, 
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Occupational and recreational therapies 


The task of encouraging special interests and activities was assigned to the 
occupational and recreational therapists. An occupational therapist spent eleven 
hours per week on the men’s ward and seventeen hours per week on the women’s 
ward. The men received fourteen hours a week of recreational therapy, and the 
women eight hours. 

The evaluation team provided the occupational and recreational therapists 
with a “prescription” card for each patient. These cards summarized such in- 
formation as the patient’s physical limitations, interests and abilities which 
should be encouraged, and the approach most likely to stimulate the patient’s 
maximum response in the sessions. Aides were assigned to assist the occupa- 
tional and recreational therapists. 

We emphasized meeting the psychosocial needs of the patients in the experi- 
mental group. Many of these elderly people regarded occupational and recrea- 
tional therapy as nonproductive and “foolish” activities. Some, especially the 
men, showed guilt feelings following participation. When a patient was unwilling 
to accept the activity, attempts were made in other directions to meet his needs. 


Volunteer service assistance 


Volunteers played a part in the intensive treatment program. Each ward sub- 
mitted to the Director of Volunteer Services an outline of patients’ needs, e.y., 
ward singing or birthday parties. At regular intervals, the volunteer was asked to 
do such things as visit with the patient, read to him, or write his letters. After 
each session, the volunteer reported to the aide the patient’s response to the par- 
ticular activity. At aide conferences we evaluated the feasibility of continuing 
volunteer visits for particular patients. 


Individual and group psychotherapy 


Both individual and group psychotherapy were given, when indicated, by the 
2 research workers. Of the 4 women and 1 man who received individual psycho- 
therapy, 3 were discharged, 1 was ready for discharge, and 1 remained under 
treatment. Of the 5 women and 7 men who received group psychotherapy, | was 
discharged. 


Medical therapies 


Medical therapy, as needed, was given to both experimental and control 
groups. Patients in the experimental group received additional care. For example, 
special attention was given to diets. In this group, patients also received certain 
medical tests, at regular intervals e.g., determination of hemoglobin level, red 
blood cell count, and blood pressure. In the control groups, patients received 
these tests as the need became apparent to the physician. 

In general, somatic treatment was similar in the experimental and control 
groups. However, in the experimental group the patients received more vitamin 
supplements, more tranquilizing drugs, and more ophthalmologic and other 
special examinations. 
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TABLE 1 
Means and t-Values on L-M and Lorr Scales for Experimental and Control Groups 
| L-M | Lorr 
Group | ee a ee oe = are wT : | ee 1 i i Ne 3 > ~s 
| Initial | Final | it’ | ne | (ialtlel Finl | t’ =. 
Mal | | | | 
Experimental | 3.10 2.96 | 2.00% | 66 | 32.87 24.74 | 7.83*** 65 
Control | 3.18 | 3.05 | — | 70 | 29.75 | 34.00 | 3.02** 62 
t"’ se | ints ors 4.44*** 
| | 
Female | | 
Experimental] 2.98 | 3.21 | 3.17** | 66 | 36.29 | 26.28 | 5.34*** | 64 
Control | 3.00 | 3.12 —— ae 35.41 | 39.75 | 2.39* 58 
i” | a. | a | | ed 5.17*** 








, 


i’ = Significance of difference between initial and final scores. 

t’’ = Significance of difference between experimental and control groups. 

* Significant at the 5% level. 

** Significant at the 1% level. 

*** Significant at the 0.1% level. 

Underscored values significant in the direction of a worse or unimproved condition. 


RESULTS 
General effects of intensive treatment 


Table 1 lists the results of L-M and of Lorr scale testing in the intensively 
treated group versus the custodial group. The discrepancy between the number 
of patients measured on the L-M scale and the number measured on the Lorr 
scale is the result of the difference in administration of these tests. Patients can 
be measured on the L-M scale even though they cannot converse with the rater; 
should the patient die, the rating applies to the last week of life. On the other 
hand, the Lorr scale cannot be used for a patient who is too physically ill to be 
interviewed. In all comparisons between the experimental and control groups the 
reader may assume that the groups were initially matched. 

Irom Table 1 it may be seen overt behavior, as measured by the L-M scale, 
was not affected by intensive treatment. However, ideation, orientation and 
emotional tone, as measured by the Lorr scale, were greatly improved. On the 
other hand, the control patients, as measured by the Lorr scale, became signifi- 
cantly worse. 

Although patients improved in certain respects, this improvement was not 
reflected in discharge rate.’ More patients of the experimental group than of 
the control group were dischargeable, but the difference was not statistically 
significant. However, when measured by the Lorr scale, the dischargeable pa- 
tients who received intensive treatment were significantly better than their con- 

* When calculating the discharge rate we included patients who actually left the hospital, 


those awaiting completion of arrangements, and those clinically ready to leave the hospital 
but needing more casework in order to overcome dependency on the hospital. 
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trols. No difference between the experimental and control groups was evident 
when measured by the L-M scale. All dischargeable patients (regardless of in- 
tensive treatment) showed improvement when tested with the L-M scale. 

Non-dischargeable patients‘ also improved significantly following intensive 
treatment, whereas the controls became significantly worse. 

‘The dischargeable patients were significantly better following intensive treat- 
ment than were the non-dischargeable patients. However, dischargeable patients 
entered the program at a better level of adjustment, 7.e., they were initially 
superior to the non-dischargeable group. 


Nature of the improvement 


In most instances, there was lack of significant improvement when measured 
by the L-M scale. On the other hand, pronounced changes were observed when 
the Lorr scale was used. 

Previous work (6) has indicated that the L-M scale is factorially pure, and we 
believe that it measures overt behavioral level. The Lorr scale (5), is not fac- 
torially pure; in our work we have found that it measures, among other things, 
orientation, ideation and emotional tone. If this supposition be correct, the im- 
provement in our geriatric patients occurred in attitudes rather than in overt 
behavior. Since overt behavior did not change in most instances, reference to the 
L-M data will be omitted in the discussion which follows. 


Prognostic indicators 


“Are there certain factors which influence response to intensive treatment?” 

a) Sex differences. Although both male and female patients improved, there 
were no significant sex differences. For this reason, male and female groups are 
combined in subsequent comparisons. 

b) Organicity. Following treatment the patients of the experimental group, re- 
gardless of whether their disease was structural or functional, were in better 
condition than their controls, and they all improved to the same degree. In the 
control group, patients who had structural disorders became significantly worse, 
whereas those with functional disorders did not change. It is clear that the 
nature of the disorder is not an index of the response to intensive treatment. 

Since the diagnosis of structural disorder implies organicity, EEG data were 
analyzed. There was no significant difference in the number of abnormal EEG’s 
between patients with structural, and those with functional disorders. Caution 
should be exercised in interpreting this finding. Many patients with functional 
disorders remain in the hospital for a long time. Although this diagnosis may have 
been appropriate upon admission, a structural disease may have developed by 
the time a study is undertaken. 

c) Diagnosis. A comparison between the experimental and control groups 


‘ Patients classified as non-dischargeable were those who were considered clinically not 
dischargeable at the end of the program. Patients who were transferred from the ward, pa- 
tients who died, and patients who were deported to other state hospitals were excluded from 
this classification. 
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TABLE 2 


Means and t-Values on the Lorr Scale for Patients with Certain Disorders in the Experi- 
mental and Control Groups 





‘ . | No. of 
Diagnosis Group | Patients 


Initial 
Mean 





Schizophrenia, paranoid type & Experimental | 32 | 35.60 | 26.83 | 3.57** 





paranoid reactions Control 16 32.99 
t!’ | ae 


Schizophrenia; not paranoid type| Experimental 17 | 35.18 | 24.18 | 4.87*** 








Control 14 36.60 42.62 — 
a | — | 8.70*** | 
Chronic brain syndrome with Experimental | 26 | 32.12 | 24.52 | 3.29°* 
cerebral arteriosclerosis Control 26 | 33.27 | 36.56 
id | — 3.53°** | 
Chronic brain syndrome with Experimental | 30 36.68 | 27.87 | 3.99°** 
senile brain disease Control 35 31.68 | 39.67 | 4.44*** 
it — | 3.89*** 
| 


| 

Affective disorder 
| Control 16 33.21 | 232.13 —_ 
. | i ieee 


| 
| 
| 
} 
Experimental | 12 | 34.13 | 24.67 3.7 





(’ = , Slgnificence of difference between initial and final scores. 
t’’ = Significance of difference between experimental and control groups. 

* Significant at the 5% level. 

** Significant at the 1% level. 

*** Significant at the 0.1% level. 

Underscored value significant in the direction of a worse or unimproved condition. 


with respect to certain diagnoses is shown in Table 2. On the Lorr scale, all pa- 
tients in these diagnostic groups who received intensive treatment improved sig- 
nificantly, and there was no difference between groups. In most of the control 
patients the Lorr scores did not change. However, patients with senile brain dis- 
ease who received custodial care became significantly worse. Control patients 
with ‘affective disorders improved as much as their experimental counterparts. 

d) Age of patients at time of treatment. The relationship between the patient’s 
age at the time of treatment and the response to therapy is shown in Table 3. It 
may be seen that patients less than 65 years of age responded no differently 
from their controls. Patients more than 65 years old responded better than their 
controls. Further analysis showed that the age at the time of treatment did not 
affect the response. 

All treated patients, regardless of age, were better than they had been at the 
beginning of the program. With the exception of those in the 73-79 age group, 
who became significantly worse, patients receiving custodial care showed no 
change. 

e) Length of hospitalization. Regardless of the length of hospitalization, pa- 
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TABLE 3 
Effect of Age at Time of Treatment. 
Means and t-Values on the Lorr Scale for Experimental and Control Groups 


Age at Time of 

















Treatment (yrs.) | Group | PS | Initial Mean Final Mean | t’ 
65 or less Experimental| 28 | 34.91 | 25.38 3.78*** 
Control 26 32.77 | 33.86 — 
rr meni — | 
66-72 Experimental 38 =| ~~ 31.93 23.44 | 4.91*** 
| Control 30 | 29.24 32.50 oo 
a | — | s.r 
| 
73-79 | Experimental | 35 | 33.14 26.53 3.63*** 
_ Control 36 32.92 39.49 4.32*** 
" | — 4.87*** 
80 or more Experimental 28 | 39.59 | 26.79 4.85*** 
Control 28 34.09 | 40.58 — 
t”’ | — | s.76*** 


t’ = Significance of difference between initial and final scores. 

t’’ = Significance of difference between experimental and control groups. 

*** Significant at the 0.1% level. 

Underscored value significant in the direction of a worse or unimproved condition. 





tients receiving intensive treatment were in better condition than their controls. 
In general, no matter how long geriatric patients have been in the hospital, they 
improve significantly with intensive treatment. Control patients who had been 
in the hospital for periods ranging from less than a year to more than sixteen 
vears, either showed no change or became significantly worse. Length of hos- 
pitalization, as such, did not affect the outcome of intensive treatment. 

f) Age at first admission. Regardless of age at the first admission, patients in 
the experimental group responded better than their controls, and improved signifi- 
cantly to about the same level. Control patients between the ages of 21 and 65 
on first admission were unchanged, and those who were 66 and over on first ad- 
mission became significantly worse. Thus age at the time of the first admission 
is not a prognostic factor in intensive treatment. 

g) Duration of program. The effect of duration of the program on the results 
of intensive treatment is shown in Table 4. Patients who were treated for ten or 
more months were in better condition than their controls. Patients who had 
less than nine months of intensive treatment were not significantly different 
from the control group. It should be noted that the 1-9 month groups were not 
equated at the beginning of the program; hence, a comparison between experi- 
mental and control groups in this category is not satisfactory. Within the experi- 
mental group, patients improved, regardless of the length of time the program 
was conducted. Control patients in the 1-9 month group showed no change; 
those in the 10-11 month group became significantly worse. 

h) Marital status. Regardless of marital status, all patients receiving intensive 
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TABLE 4 


Effec' of Duration of Program on Means and t-Values on the Lorr Scale for the Experi- 
mental and Control Groups 














a Group —— Initial Mean | Final Mean | t’ 
1-9 months | Experimental | 38 35.51 25.04 | 4.49*** 

| Control 31 29.34 27 .66 -- 

t”’ | 2.01* — | 

10-11 months | Experimental 91 34.17 25.69 | 7.19*** 
Control 89 | 33.58 39.25 |  4.40*** 

t!’ A 6.99*** ade 

| 











t' = Significance of difference between initial and final scores. 
t’’ = Significance of difference between experimental and control groups. 

* Significant at the 5% level. 

*** Significant at the 0.1% level. 

Underscored value significant in the direction of a worse or unimproved condition. 


treatment improved significantly, whereas control patients either remained at 
the same level or became worse. Since all patients responded equally to intensive 
treatment, marital status, as such, was of no value in prognosis. 


DISCUSSION 


The results of the study confirm the hypothesis that geriatric patients improve 
with intensive treatment. The improvement was not evident in overt behavior, 
i.e., work, manner of dress, and eating and toilet habits. The improvement took 
place in the area of ideation, orientation and emotional tone, and occurred re- 
gardless of certain characteristics of the patients. However, patients with affec- 
tive disorders and those 65 years of age and younger improved no more than 
their controls. Apparently, in these cases, intensive treatment was not much more 
effective than custodial care. 

Patients receiving only custodial care did not improve. In fact, the following 
groups of patients under custodial care became worse: 1) those who were 66 
years of age or more at the time of the first admission to the hospital, 2) those 
who were single or widowed, 3) those with a diagnosis of a structural disorder, 4) 
those with a diagnosis of senile brain disease, 5) those aged 73 to 79, 6) those 
under study for ten to eleven months, and 7) those who were non-dischargeable 
at the end of the study. The patients under custodial care who deteriorated were 
of the type commonly rated as having a poor prognosis. 

Some patients, as noted, were given individual attention; otherwise all pa- 
tients received similar somatic therapy, occupational and recreational therapy, 
and volunteer services. Although the time spent by the aides with any one pa- 
tient during a week was not great, it appeared that the aide’s consistent effort 
was the most important single aspect of the treatment program. Had the aides 
been able to spend a few hours a day in therapeutic tasks, the results might have 
been even more startling. 

Strictly custodial care, as given in the past, is not possible at this time. For 
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one thing, because of increased appropriations, there has been general improve- 
ment in patient care throughout the hospital. Then, too, it seems to be against 
human nature to discriminate against patients for research purposes. We noted 
that aides wanted to give the same amount of attention to both control and experi- 
mental patients. Thus the control patients might have fared much worse had 
there not been an intensive treatment program in progress. 

Our results provide further evidence in favor of intensive treatment (7) with 
the mentally ill. 


SUMMARY 


In order to determine the value of intensive treatment for hospitalized geriatric 
patients, a controlled study of 266 men and women was conducted. Intensive 
treatment consisted of somatic therapy, occupational and recreational therapy, 
volunteer services, and personalized attention from the aides in accordance with 
a specific plan. Control patients were given only custodial care. Regardless of 
the personal characteristics used as a basis for comparisons, intensively treated 
patients improved in orientation, ideation and emotional tone, whereas control 
patients either became significantly worse or did not change. In both experi- 
mental and control groups there was no change in overt behavior, e.g., work, 
manner of dress, or eating habits. It was concluded that intensive treatment, 
even if limited, is of distinct benefit to geriatric patients. 
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AN INTRODUCTION TO THE SUBJECT OF BRONCHIAL ASTHMA 
NATHAN E. SILBERT, M.D., F.A.C.A.* 


Lynn, Massachusetts 


“Asma” from the Greek means panting or labored breathing. The physician, 
however, defines ‘‘asthma”’ as a disorder in which there are periodic and recur- 
rent attacks of dyspnea, orthopnea, paroxysmal coughing, and a seemingly even, 
diffuse distribution of wheezes and rales throughout the lungs. Usually there is 
relatively normal inspiration, but prolonged and difficult expiration. Patients are 
apt to state that their asthma is usually worse at night and while lying down. 
In the chronic state, the cough becomes severe and there is much tenacious spu- 
tum. 

The etiologic factors in asthma are varied and numerous, and it is not the in- 
tent of this paper to discuss them, but rather to provide a comprehensive intro- 
duction, evaluation and classification of the disease. 

The incidence of asthma is variously reported as being from 0.5 to 2.0 per 
cent in the general population. Thus, conservatively estimated, there are ap- 
proximately 3,500,000 asthmatic patients in the United States. Of this number, 
the majority are males. Proper statistical evaluation is difficult because many 
physicians do not record death as due to bronchial asthma, but rather to some 
other disorder with bronchial asthma as a complication. 


The number of asthmatic patients who seek relief of their symptoms is con- 
siderably lower than the number of estimated total cases. Many of these patients 
are seen and treated symptomatically by general practitioners rather than by 
allergists. It is, therefore, important that physicians should have a compre- 
hensive understanding of this extremely disabling disease. 


DIAGNOSIS 


It has been repeatedly stated for twenty-five years or more that “all that 
wheezes is not asthma.”’ This observation represents a negative approach to the 
subject and has also given rise to innacurate and unnecessarily delayed diagnosis 
and treatment. 

Eminent clinicians have repeatedly warned us that “all that wheezes is 
asthma unless proved otherwise.” We cannot say we have not been forewarned 
about the hazards and dangers of the disorder which plagues so great a segment. 
of our population. 

In establishing the diagnosis of bronchial asthma, our arguments should be 
based upon the methods of scholastic philosophers. We should discuss not only 
what bronchial asthma is, but also it is not. 


* Associate Fellow, American College of Chest Physicians. 

Senior Consultant, Department of Allergy, Lawrence Quigley Memorial Hospital and 
Soldiers’ Home, Chelsea, Mass., and Associate Physician, Department of Medicine, Union 
Hospital, Lynn, Mass. Office address: 214 Ocean Street, Lynn, Mass. 
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It is pertinent at this point to consider the chief disorders with which bronchial 
asthma may be confused. The following table adapted from Unger (1) illus- 
trates some of the major differences between bronchial and cardiac asthma: 


Bronchial Asthma 
Paroxysmal dyspnea 
Many previous attacks 
Obstruction of lower air passages 


Onset usually early in life 
History of allergy in patient and family 
No preceding illness 


Eosinophilia in blood and sputum 

Wheezing and prolonged expiration heard 
all over both lungs 

Warm perspiration 

General condition usually good 

Pulse good 

Fear of death rare 

Epinephrine or aminophylline usually 
gives relief; morphine dangerous and 
may cause death 

Results of skin tests usually positive 

Elimination of cause gives relief, often 


Acute Cardiac Dyspnea (Cardiac Asthma) 
Paroxysmal dyspnea _ (cardio-renal) 
Previous attacks very few or none 
Pulmonary edema (sudden failure of left 
ventricle) 

Onset usually after age 40 

No family history of atopic disorders 

Hypertension, coronary disease, syphilitic 
aortic regurgitation, chronic nephritis, 
may have preceded attack 

No eosinophilia 

Moist rales, especially at bases of lungs; 
coarse wheezing only 

Cold clammy skin 

Often in a state of shock 

Pulse often thready and irregular 

Fear of death common 

Morphine best; digitalis, venesection may 
help; epinephrine of doubtful value 


Results of skin tests negative 
Rest in bed prolongs life 


complete 


Circulation time normal Circulation time prolonged 


A diagnosis of bronchial asthma should rarely be made unless the criteria 
listed in the preceding table are present. Taken into consideration must be all 
other disorders with which bronchial asthma may be confused—principally lung 
abscess, massive collapse of the lungs, tuberculosis, emphysema, and bronchiec- 
tasis. 

HISTOPATHOLOGY 

Narrowing of the bronchial lumen, together with physiologic shortening and 
contraction of the bronchi produces the wheezing heard on expiration. This sound 
is the cardinal symptom in bronchial asthma. However, foreign bodies, tubercu- 
losis, cancer, and other types of bronchial obstruction can also produce wheezing. 
Macroscopically the lungs are clear and distended and they fill the thoracic cage. 
They are usually pale and not easily collapsed. The bronchi, on the other hand, 
are usually dilated and filled with plugs of mucus. The wall is thickened and the 
mucus, as a rule, is inspissated, tenacious, and stringy. Curschmann’s spirals, 
Charcot-Leyden crystals, eosinophils and pus cells may be present. There is 
inter- and intracellular edema of the mucosa, and the epithelium is infiltrated 
with eosinophils. The basement membrane and ciliated epithelium are thickened 
and hyaline can be observed. The bronchial glands are increased in size and 
filled with mucin; there are inflammatory changes, infiltration of eosinophils, 
hyperplasia and sacculation. 
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Changes also occur in the alveoli, resulting in distention, emphysema, occa- 
sional blebs, and other hypertrophic changes. 


CLASSIFICATION 


Information regarding the classification of asthma may be found in articles by 
Brown and Halpin (2), and by Swineford (3). 

In a previous paper the author (4) attempted to distinguish between extrinsic 
and intrinsic asthma by use of the following points: 

1. So-called intrinsic asthma involves alveolar damage with pathologic dys- 
function and probable overactivity of the cholinergic system; the changes are 
irreversible. 

2. Extrinsic asthma is a functional change in alveolar structure associated 
with bronchospasm and the release of unbound cellular histamine; there is no 
alveolar damage, and the changes are reversible. Repeated and protracted epi- 
sodes of functional alterations in the alveoli may result in damage to the bronchi- 
ole, and thus lead to pathologic dysfunction or intrinsic asthma. 

3. Continued failure of the alveolar structure (shock organ) to withstand ex- 
cessive stress and strain may induce emotional asthmatic seizures, functional 
alveolar change, or even pathologic alveolar change. 

Swineford (3) speaks of primary causes (including atopic or allergic asthma) 
and discusses the significance of cough. He puts it succinctly as follows: ‘*The 
atopic or allergic asthmatic coughs himself out of an attack,” after which re- 
covery is usually rapid. Swineford then continues with discussions of: 1) in- 
fectious and mixed forms of asthma and their causes (including references to 
physical allergy, in which the patient attributes his symptoms to exposure to 
extremes in temperature), 2) psychogenic asthma, 3) chronic lung diseases which 
produce certain symptoms simulating those of true allergic asthma, namely 
emphysema, fibrosis and bronchiectasis, and 4) cardiac asthma. The following 
table outlines his concept of the differences between allergic and infectious 
asthma: 


Atopic Asthma . 
(Allergic) Infectious Asthma 


Onset Abrupt Gradual 

Sneezing and lacrima- Frequent Infrequent 
tion 

Fever Absent Common 

Sinuses Translucent Often opaque 

Leukocytosis Absent Present 

Skin tests for foods and Results often positive Results rarely positive 
inhalants 


The classification of Brown and Halpin (2) is considerably more comprehen- 
sive and more classic in nature. These authors consider in orderly, academic form 
the entire problem. Their classifications in the following outlines are self-ex- 
planatory. 
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Types of Wheezing 


— 


. Atopic. 

Infectious: (a) acute, (b) chronic. 

Psychogenic. 

Physical. 

Nasogenic (or reflex). 

. Cardiac. 

. Locally obstructive. 

Due to drug reactions, or noxious fumes. 

Further discussions of atopic asthma and psychogenic asthma are instructive: 


Cr ke GW bo 


~I 


go 


Atopic Asthma 


Personal history: Other previous or present atopic disorders are frequent. 

Family history: Often positive for atopic disease. 

Onset of wheezing: Abrupt and intermittent. 

Clinical course. Predictable (exposure, environment, or season). Few, if any, 
other complaints. 

Physical examination: Mucous membranes pale and translucent. Sinuses clear, 
or membranes symmetrically thickened. Lung sounds change in pitch and in- 
tensity from area to area. 

Pathologic findings: Completely reversible (except in longstanding untreated 
“ases). 

Laboratory data: Examination of mucoid secretions shows eosinophilia. Blood 
normal, except for frequent eosinophilia. 

Skin tests: Multiple positive reactions. 

Response to treatment: Excellent with epinephrine, ephedrine, aminophylline, 
hormonal steroids, and specific injection therapy with causative inhalants. 


Psychogenic Asthma 


Personal history: May have suffered from atopic disorders, but present attack 
not related to exposure, environment or season. 

Family history: May be positive for atopic disease (imitative asthma). 

Onset of wheezing: Abrupt, during or following emotional stress. 

Clinical course: Depends upon continuation of stress, strain, or neurotic pur- 
pose of attack. Multiple complaints. 

Physical examination: Rapid or sighing respiration, with subjective distress 
not proportional to severity of objective signs. Seemingly high vital capacity 
false, when results checked by pulmonary function studies; evidence of hyper- 
ventilation. Patient can be diverted to talk or eat, especially in hysterical types 
of asthma. 

Laboratory data: Normal, except for gaseous exchange data. 

Response to treatment: Excellent with sedation and placebos. Good with psy- 
chotherapy or intravenous amobarbital. Occasional dramatic response to anti- 
cholinergic agents. 
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PULMONARY CIRCULATION 


A brief review of the circulation will help in the further understanding of 
bronchial asthma. The quantity of blood which flows through the lungs is equiva- 
lent to the quantity flowing through the systemic circulation in general, except 
for a very small quantity which flows through the bronchial arteries and returns 
to the left auricle rather than the right. The pulmonary artery extends about 
116 to 2 inches beyond the apex of the right ventricle, at which point it divides 
into the main branches which supply the lungs. The pulmonary veins, which are 
short, do not accommodate nearly as much blood as do the veins in the systemic 
circulation. Blood in the pulmonary arteries is not fully oxygenated and, though 
we refer to these vessels as arteries, we know they carry venous blood. The re- 
verse is true in the case of the pulmonary veins which carry oxygenated blood— 
arterial blood. 

There is also a minor accessory arterial blood supply directly from the aorta 
to the lungs. The volume of blood flowing through the lungs is controlled by the 
pumping action of the heart and by the return of blood to the heart from the 
systemic circulation. 

The pulmonary vessels are merely passive carriers. The only time that the 
lungs affect the cardiac output to any extent is when these pulmonary vessels are 
contracted or plugged, thereby exerting excessive resistance to the passage of 
blood; the result is right-sided failure. Although the lungs have little to do with 
controlling the total quantity of blood that passes through them, a control 
system does exist to keep blood flowing equally throughout the aerated areas of 
the lung. 

When bronchospasm is produced as a result of atopic asthma, the fine state 
of balance in the circulation, both in blood flow and blood volume, can be dis- 
turbed. Repeated episodes of uncontrolled bronchial asthma can interfere with 
the histologic structure to the point of pathologic change, and thus can give rise 
to a variety of complicating disease entities. 

These histopathologic changes, when permitted to occur, are a serious indict- 
ment of our failure to diagnose and treat bronchial asthma properly. Conscien- 
tious study and evaluation of our asthmatic patients can usually result in correct 
diagnosis, followed by intelligent and rational treatment. Failure to recognize, 
diagnose and treat early bronchial asthma results in the many cases of emphy- 
sema and bronchiectasis observed in practice. 


RESPIRATION 


A knowledge of the respiratory mechanism is essential for an understanding of 
the pathology of bronchial asthma. It becomes increasingly evident that broncho- 
spirometry and vitalometry should become a more important part of the diag- 
nostic methods employed in the study of this disease. 

May I impress upon you this thought in regard to normal respiration. Peri- 
odic impulses pass by way of the vagus nerve to the bronchiole during the expira- 
tory phase. This fact may have more than passing significance in a state of as- 
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thma because, when the bronchioles become constricted at this time, bronchiolar 
resistance becomes more pronounced during the expiratory phase, possible be- 
cause of these vagal impulses as well as other factors. Thus the asthmatic patient 
is able to inspire more air than he can expire, producing a pronounced state of im- 
balance during a severe attack of asthma. The lungs are filled with air, yet the 
patient is unable to expire adequately before commencing again to inspire. This 
vicious cycle continues, with the pathologic result described. 


SUMMARY AND CONCLUSION 


A brief review is presented of the diagnosis, etiology, classification and histo- 
pathology of bronchial asthma, as well as of the pulmonary circulation and the 
mechanics of respiration. The conclusion can be expressed succinctly in the 
phrase, “‘all that wheezes is asthma until proved otherwise.”’ 
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VASODILATING MEASURES IN THE TREATMENT OF 
PERIPHERAL VASCULAR DISEASE* 


DAVID H. KLASSON, M.D., F.A.C.A.7 
Greenpoint Hospital, Brooklyn, N.Y. 


During the past fifty years the life span in the United States has been ad- 
vanced to 70 years. As a result, medicine of today is faced with a great increase 
in the pathologic processes associated with aging. Prominent among these is 
peripheral vascular disease. 

Significant advances have been made in recent years in the treatment of 
peripheral vascular disorders, both surgically and clinically. To combat the dis- 
abling effects, many surgical procedures have been developed and many phar- 
maceuticals have been placed in the hands of the clinician. In treating these 
diseases, particularly if occlusive, it must be borne in mind that two main ob- 
structive elements are affecting the circulation. One is the mechanical obstruc- 
tion of the pathologic process itself and the other is the sympathetic vasospasm. 
To this may be added the intrinsic, and variable, tone of the normal vessels re- 
maining in the area. These elements constitute the total blocking force. 


REGULATION OF BLOOD SUPPLY TO THE SKIN, PERIPHERAL NERVES, 
AND SKELETAL MUSCLES 


The resulting vascular insufficiency and consequent ischemia and anoxia af- 
fect principally three tissues, namely, the skin, the peripheral nerves and the 
skeletal muscles. The manifestations of diminished cutaneous circulation are 
pallor, coldness and atrophy of the skin, and a diminished ability for repair. The 
tissues of the skin are unable to combat even minor trauma and ischemic ulcera- 
tion may be the result. Disease of the peripheral nerves is the effect of anoxia 
and the failure of removal of the toxic products of metabolism. The ischemic 
neuritis thus produced is manifested by continuous, and usually burning, pain. 
Early in the course of progressive vascular disease the blood supply of the 
skeletal muscles is essentially adequate except during exercise. The onset of 
cramping pain in the exercising muscle after a certain amount of work is classified 
as intermittent claudication. Later, as the degree of vascular occlusion increases, 
the blood supply to the muscle may not even be sufficient to maintain normal 
metabolism during repose, and consequently cramps develop when the affected 
limb is at rest. 

The effectiveness of any form of therapy designed to increase blood flow de- 
pends upon the degree of local spasm and upon the available collateral circula- 
tion. Although dramatic results cannot be expected, the contributory effects of 


* Lecture delivered before the Tenth Annual Postgraduate Clinic of the Michigan Acad- 
emy of General Practice in Detroit, Michigan, November 8, 1956. 
t Associate in Surgery and Associate in Vascular Diseases, Greenpoint Hospital, 
Brooklyn, N. Y. 
Address: 129 Clarkson Ave., Brooklyn, N. Y. 
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such measures as sympathectomy or the use of vasodilating drugs which in- 
crease blood flow may be sufficient to prevent the development of ischemic ulcera- 
tion or the loss of a limb. 

In evaluating the therapy to be directed toward a specific peripheral vascular 
disease in order to increase blood flow, we must take into consideration the fact 
that the blood vessels in skin and in muscle behave as independent organs; 
vasodilation can be dominant in one or the other but seldom in both. The vessels 
of the skin regulate body temperature through a network of arterio-venous anas- 
tomoses, and are in turn regulated by means of nervous control, particularly the 
vasoconstrictor mechanism of the sympathetic nervous system. In the muscles, 
the vessels are essential for supplying blood to meet the large amount of energy 
required for moving bones and joints during activity, and they are regulated in a 
manner distinctly different from that pertaining to the skin. Undoubtedly there 
is nervous control of the vessels in muscle. However, the demands for an in- 
crease in circulation are met to a great extent by local factors, as, for example, the 
metabolites of muscle contraction which are predominantly vasodilator in action. 
To this may be added the hormonal influence of epinephrine or epinephrine-like 
substances which aid in meeting this local stress without central regulatory con- 
trol. 

The practical implications of this difference in regulatory mechanisms are ob- 
vious. If the vascular disorder involves the cutaneous circulation, then measures 
which act on the sympathetic nervous system are logically indicated. If the 
disease involves impairment of blood flow to muscles, as in intermittent claudica- 


tion, then controlled exercise and the use of drugs which act upon the vascular 
bed of the muscles are of primary importance. 


TREATMENT OF PERIPHERAL VASCULAR DISEASE 


The effects of the measures commonly employed in the management of the 
signs and symptoms of peripheral vascular disease in the lower extremities are 
briefly summarized in Table 1. 


Sympathectomy 


Sympathectomy has played a major role in the treatment of occlusive periph- 
eral vascular disease in recent years. This procedure is based upon the known 
dominant role of the sympathetic nervous system in regulating the circulation 
of blood through the skin and muscles. Vasoconstrictor fibers have been demon- 
strated to go to the blood vessels in the muscles of almost all animals; however, 
experimental evidence as to sympathetic constrictor innervation of the vascula- 
ture of skeletal muscles in man leaves doubt as to its importance. Abramson 
et al. (1) and Prinzmetal and Wilson reported data indicating (2) that there is no 
important sympathetic constrictor innervation of the skeletal muscles in man. 
According to Abramson e¢ al., the increase in blood flow through an extremity 
following sympathectomy is almost exclusively due to an increase in blood flow 
through the skin rather than through muscle. The data shown in Table 1 corrobo- 
rate these findings. 
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TABLE 1 
The Effects of Various Vasodilating Measures on Peripheral Blood Flow 





Blood Flow in Calf (cc./100 












Procedure we ee Ay Gin ma Gm./min.) (muscle area) 

Resting blood flow.................... 2.8° 1.5* 
Reactive hyperemia................... 18.0 5.0 
NS o.de-ccss0cseennecceae 12.4 1.8 
DC Ns aide ened shesdethenewsee 8.8 1.6 
NR « oc. s cntiorddeadatiewwdeekawes 3.8 8.8 
Intra-arterial administration of: 

Adrenaline, 0.01 microgram......... | 0.9 6.7 

Hydergine, 0.3 mg.................. 2.3 1.5 

Papaverine, 30 mg.................. 2.8 6.8 

PURE, MPU sn cess Kexensaess 5.6 2.2 

ee ee ee 2.8 8.4 





* Volume of blood flow per 100 grams of tissue per minute. (Courtesy of Dr. Irwin D. 
Stein: An Evaluation of Vasodilating Measures in Peripheral Arterial Insufficiency. Read 
at the Annual Meeting of the Am. College of Angiology, Chicago, June 10, 1956.) 


In properly selected cases, the results of sympathectomy in the lower extremi- 
ties are generally excellent. However, in the upper extremities, the results of 
sympathectomy are frequently disappointing. Whether failure is due to regenera- 
tion of sympathetic nerves or to the resumption of activity or outlying neurons 
has not been established. 

No definitive method is available for predicting the results of sympathectomy. 
(Tests with radioisotopes, plethysmography, arteriography or paravertebral 
blocks provide only conjectural data.) In selecting a case with peripheral vascular 
disease for sympathectomy, the status of the reserve or collateral circulation is of 
paramount importance. In the normal person, only a portion of the total vascular 
bed is patent at any particular time. Hyperemia due to cellulitis or spinal anes- 
thesia permits us occasionally to see the potentiality of the vascular system. This 
reserve portion of the system is the collateral bed and is composed of the capil- 
laries, arterioles and venules of the skin, muscle and bone. Consideration of the 
vascular bed must include the physiologic mechanism as well as the anatomic 
pattern. 

Thus, in the patient with progressive arteriosclerosis obliterans, this reserve 
is gradually used up to compensate for the obliterative changes in the arteries 
and arterioles. In the advanced state, not only are the major vessels occluded but 
the reserve has been depleted. Clinically, we see the patient with pronounced 
atrophy of the muscles, dry skin, ridged and hooked nails, no hair on the legs, 
and gangrene of the digits. Total blood volume is reduced, as well as the flow of 
blood. 

These considerations throw light on the value of sympathectomy. In pa- 
tients with embolic or spastic conditions, in whom the reserve bed is not greatly 
depleted, sympathectomy may produce a significant increase in the collateral 
circulation by dilating the reserve system, whereas in patients with severe 
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obliterative disease without a significant vasomotor element, sympathectomy is 
generally useless and may be harmful. 


Vasodilating drugs 


What has been pointed out in reference to the effects of sympathectomy on the 
peripheral blood flow may be applied to most vasodilator drugs and methods of 
reflex heating (Landis-Gibbon). These may be considered as chemical and physi- 
cal types of sympathectomy. At best, they provide a blanket of warmth by means 
of sympathetic release, accomplished by increasing the blood flow in the skin; 
there is little increase in the blood supply to the muscles, where it may be greatly 
depleted. 

The presently known vasodilating substances may be divided into the follow- 
ing categories: 

A. Peripheral blocking agents (adrenergic blockade) 

Yohimbine—(one of the earliest known) 
Histamine 
Priscoline (tolazoline hydrochloride) 
Hydergine (dehydrogenated ergot) 
Dibenzyline (dibenamine derivative) 
Ilidar (azapetine phosphate) 
Regitine (phentolamine hydrochloride) 
Roniacol (beta-pyridyl carbinol, the alcohol corresponding to rticotinic 
acid) 

. Ganglionic blocking agents 
Etamon (tetraethyl ammonium bromide) 
Hexamethonium and derivatives 

. Vasodilating sympathomimetic agents 
Epinephrine in minute quantities 
Arlidin (nylidrin hydrochloride) 

It has been shown that epinephrine in minute concentrations produces vascular 
dilatation in the muscles of a limb, when the drug is injected into a regional ar- 
tery (3). This phenomenon also occurs when epinephrine is introduced through 
the skin by electrophoresis (4). At the same time, these methods give rise to a 
local vasoconstrictor action of the cutaneous vessels. Although the therapeutic 
implications in the treatment of peripheral vascular disease involving the 
muscles are obvious, nevertheless these procedures are not practical for a long- 
term program in the human subject. In 1950, a new vasodilator—nylidrin hydro- 
chloride—was introduced. The substance was synthesized expressly for vaso- 
dilating properties, having epinephrine in mind as an example. Nylidrin 
(phenyl-2-butyl-norsuprifen hydrochloride) is an epinephrine-ephedrine type 
of compound with a structural formula related to both adrenaline and ephedrine. 
It is marketed under the trade name of Arlidin (U.S. Vitamin Corporation). 

According to the original workers (5-9), Arlidin has a twofold action. It 
causes peripheral vasodilation of the small arteries and arterioles in the skeletal 
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muscles and at the same time causes increased cardiac output by means of in- 
creased stroke volume. It has also been shown (10) that there is an increase in 
the circulating blood volume. 

The increased blood flow induced by this drug is lasting and is predominantly 
in the skeletal muscles; the effect on the vessels of the skin is negligible. In a 
study (11) of human subjects, an average increase of over 200 per cent of the 
resting blood-flow values was obtained. The work of Stein (12), Riddell ef al. (13), 
Pomeranze et al. (14), Freedman (15) and others showed that the drug is safe; 
the reported side-effects were minimal and amounted to little more than slight 
nervousness and occasional palpitation. 

We have investigated the effectiveness of nylidrin hydrochloride (Arlidin) in a 
series of 79 cases of peripheral vascular disease, including arteriosclerosis oblit- 
erans, Buerger’s disease, abdominal aortic occlusion, and chronic venous insuf- 
ficiency. Clinically, there was improvement in intermittent claudication, rest 
pain, and edema. There was little change in skin temperature, oscillometric 
readings or peripheral pulses. In our experience Arlidin has been of benefit in 
the treatment of peripheral vascular disease, particularly when the skeletal 
muscles are involved. 


SUMMARY AND CONCLUSION 


An attempt has been made to evaluate the vasodilating effects of various meas- 
ures presently available in the treatment of peripheral vascular diseases. The ra- 
tionale of treatment by sympathectomy and by one of the newer vasodilating 


drugs (Arlidin) is discussed. By proper selection of the therapeutic agent the 
physician can cope more readily with the numerous challenging problems related 
to vascular insufficiency. 
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COMBINED PIPERIDOL (TRIDAL) THERAPY IN GENERAL 
AND GERIATRIC PRACTICE 


EDWARD SETTEL, M.D. 


Forest Hills Nursing Home and Rehabilitation Center, Forest Hills 57, New York 


With the geriatric population in this country rapidly expanding past the 15 
million mark, symptoms relating to gastro-intestinal disturbances, both func- 
tional and organic, will of necessity develop as parallel problems to other diseases 
of advanced years. The old notion that peptic ulcer is relatively infrequent in 
persons past 65 years of age has been conclusively disproved by the studies of 
White (1) and Mulsow (2). Their findings in a statistical survey of 5,000 patients 
indicate that the incidence of peptic ulcer follows proportionately the population 
levels of persons aged 60 to 80. 

From a pharmacologic viewpoint, the older patient is an extremely sensitive 
subject, and one must proceed with utmost caution in the introduction of new 
anticholinergic preparations. The presence of a myriad of coincidental degenera- 
tive changes in unrelated organ-systems compounds the care and responsibility 
of the clinical investigator. One is constantly confronted by the possibility of 
side-reactions in an already handicapped cardiovascular or renal system, a 
depleted hematopoietic mechanism, or an exhausted or impaired bronchopul- 
monary tree. 

The search for improved anticholinergic compounds is predicated upon the 
need to obviate the potential dangers inherent in the atropine and atropine-like 
compounds as regards their effects upon intraocular tension, partial obstruction 
of the bladder or pre-existing stomatitis. The high incidence of compensated or 
“hidden” glaucoma in older persons is repeatedly emphasized in the literature 
(3, 4). This fact creates a therapeutic dilemma when such patients require cho- 
linolytics for treatment of peptic ulcer and related conditions. 

Similarly, in men with prostatic hypertrophy or weakness of the detrusor mus- 
cles of the bladder and coincident gastro-intestinal disease, there is danger of 
urinary retention following use of any of the atropine-like compounds, synthetic 
or natural. 

The extreme dryness of the mouth resulting from administration of therapeutic 
dosages of atropine-like compounds will often bring on xerostomatitis, particu- 
larly when ill-fitting dentures or vitamin deficiencies have already caused oral 
irritation. 

This study is concerned with Tridal,' a combination of two well known piperi- 
dols: N-ethyl-3-piperidyl diphenylacetate hydrochloride (Dactil) and N-ethyl-3- 
piperidyl benzilate methobromide (Piptal). Both of these compounds are post- 
ganglionic parasympathetic inhibitors. Dactil isa visceral eutonic affording rapid 
spasmolysis with some topical anesthesia, primarily in the upper gastro-intestinal 
area; Piptal is a strong inhibitor of hypermotility and gastric secretion. Their 


! Provided by Lakeside Laboratories, Inc. 
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combined activity is intended to provide immediate relief from pain and hyper- 
motility, with potent antisecretory and antispasmodic effects. 

The distinctive side-chains of the overlapping piperidy! nuclei account for the 
following effects: 1) immediate relief of pain and sphincteric spasm, and 2) sup- 
pression of excessive secretion and motility. 


CLINICAL MATERIAL AND METHODS 


The combination of Dactil and Piptal (Tridal) was prescribed for 44 patients 
suffering from gastro-intestinal disorders on either a functional or an organic 
basis. The 44 patients were divided into a younger group aged 32-59 years, anda 
geriatric group aged 60-72 years (Table !). 

The primary medical diagnosis in each patient treated with Tridal is indicated 
in Table 2, distributed according to age groups. 

In the 18 radiologically proved cases of duodenal ulcer there was the classic 
symptom complex of recurrent bouts of epigastric pain, nausea, occasional 
vomiting, heartburn, belching and nocturnal discomfort. Various combinations 
of alkalis, antispasmodics and diet had been tried for periods varying from three 
weeks to fifteen years without any pronounced or continuous relief in all but 5 
new cases of duodenal ulcer. 

An additional 4 patients had hiatus hernia complicating a duodenal ulcer. 
There were 5 patients with gastric ulcer, 10 with functional pylorospasm, 4 with 
biliary dyskinesia associated with chronic cholecystitis, and 3 with chronic low- 
grade pancreatitis. These diagnoses were well established by radiologic, clinical 


TABLE 1 
Age and Sex Distribution 











Group A (ages 32-59 yrs.) Group B (ages 60-76 yrs.) 
16 males 6 males 
12 females 10 females 
Total 28 Total 16 
TABLE 2 


Distribution of Diagnoses by Age Groups 





No. of Patients, Group | No of Patients, Group 





Diagnosis Total A (32-59 yrs.) B (60-76 yrs.) 
ER ae ry 18 11 7 
Duodenal ulcer with hiatus hernia... . 4 2 2 
Gastric ulcer..... ep eae Ko 5 3 2 
Pylorospasm (functional)............. 10 7 | 3 
Biliary dyskinesia (with cholecystitis) . 4 3 | 1 
Chronic pancreatitis.................. 3 2 1 











Ne ee 44 28 | 16 
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and chemical criteria. In every instance there was need for more effective relief 
from painful gastro-intestinal spasm and the myriad of accompanying symp- 
toms. 

In the geriatric group, there were subsidiary medical conditions which in 
themselves were sufficiently serious to warrant additional caution in the intro- 
duction of any new compound which might have a deleterious side-effect. Ten 
patients in the older group had advanced arteriosclerotic cardiovascular disease 
(after myocardial infarction in 4), 3 had some degree of prostatic hypertrophy, 
and 2 had been operated on for carcinoma (breast, colon). 

Adjunctive treatment, given when indicated, included proper diet, tran- 
quilizers, alkalis, enzymes and supportive medication for cardiovascular disease. 

Tridal, consisting of 50 mg. of Dactil and 5 mg. of Piptal, was administered 
three times during the day and again at bedtime. Patients of the older group 
were examined by an ophthalmologist at weekly intervals to determine the intra- 
ocular tension and thereby detect possible hidden or incipient glaucoma. The 
men in the geriatric group were questioned repeatedly about any evidence of 
urinary retention or difficulty in starting the urinary stream. Any symptom point- 
ing to vesical obstruction was brought out in the frequent questioning. The oral 
‘avity was watched in every case for evidence of early xerostomia. Undue con- 
stipation was looked for in both groups. 


RESULTS 


The results of the clinical assay of Tridal are listed in Table 3. The effect was 
termed ‘‘excellent”’ when all abdominal symptoms were controlled within four to 
five days, and “good” when relief was manifest in from six to ten days; lesser 
degrees of response were reported as “‘poor.”’ 

The relief of epigastric pain, bloating and abdominal discomfort was rapid 
and dramatic in 28 of 44 patients (64 per cent). Among these were 5 new cases 
of duodenal ulcer treated during the first week of the initial attack. In all 28 
patients there was complete subsidence of all elements of pain, retrostalsis, 
cramps, spasm, nausea and vomiting, within five days. Sleep became uninter- 
rupted. In many of them relief began within a few hours after the first dose of 
Tridal. There was a feeling of well-being, and mealtime became a pleasant ex- 
perience rather than a dreaded trigger point for subsequent pain. 

Twelve others among the 44 patients (27 per cent) benefited to a similar extent, 
but. their response was not as rapid, requiring six to ten days. The results in this 











TABLE 3 
Results of Therapy with Tridal 
. : , | Duodenal | Hiatus | Gastric Biliary | Pyloro- | Pancre- " 
Results of Tridal Therapy Ulcer | Hernia | Ulcer | Dyskinesia spasm | atitis Total 
| | 7 ea ies a i See 
Excolient........... 10 2 : 8 1 28 
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group were classified as ‘‘good.”’ Nine of these patients had suffered from ulcers 
for at least five years. 

Only 4 of the 44 patients (9 per cent) failed to respond adequately; these re- 
sults were classified as “‘poor.”’ 

Thus 91 per cent of the patients studied experienced complete relief within 
ten days—a significant therapeutic response. Contributing to the benefits ob- 
tained were dietary care, rest, and the judicious use of anti-acid medication and 
tranquilizers. Of the 22 ulcer patients (with and without hiatus hernia), all but 2 
reported relief. All of the patients with gastric ulcer and biliary dyskinesia re- 
sponded well. Among the patients with functional pylorospasm the response was 
proportionately as great as among the ulcer patients (about 90 per cent). The 
number of cases of chronic pancreatitis was too small to warrant drawing any 
conclusions. 

There were no visible or measurable side-effects of Tridal in the older patients. 
There was not a single instance of incipient glaucoma in any of the 16 geriatric 
patients during the period they were observed with tonometric readings. Of the 
3 men with prostatism in this group, none had symptoms of bladder obstruction 
during the course of investigation. Furthermore, there were no cardiovascular, 
bronchopulmonary, renal or neuromuscular evidences of toxicity. Bowel habit 
remained unaffected. 

Xerostomia or pronounced dryness of the mouth did not occur during the 
course of therapy with Tridal. Patients wearing full dentures had been particu- 
larly sensitive to the drying effect of previous anticholinergic drugs, but they had 
no discomfort during Tridal therapy. 

Tridal was withdrawn after a symptom-free period of at least five weeks. At 
this time 7 ulcer patient were re-examined by x-rays. In 6 the ulcer crater had dis- 
appeared; in the seventh there was persistent deformity of the duodenal cap 
without clinical symptoms. 

A few of the older patients refused to discontinue therapy after their symptoms 
had subsided. They were given placebos instead and have remained symptom- 
free up to the time of writing. This indicates healing of their ulcers. Further 
studies will be made in this small group in order to determine the duration of 
relief after omission of Tridal. 

CONCLUSIONS 

1. Tridal, a combined piperidol preparation, was administered to 44 patients 
with various commonly observed gastro-intestinal disorders, including peptic 
ulcer. Twenty-eight patients were less than 60 years old, and 16 were 60 or older. 

2. Supplementary treatment consisted of carefully controlled diet and adminis- 
tration of alkalis, tranquilizers and rest. 

3. Tridal was rapidly and dramatically effective in the relief of pain and dis- 
comfort in 91 per cent of the patients studied. 

4. The absence of side-effects in the geriatric group is of special significance, 
since old people must be carefully watched during anticholinergic therapy for 
symptoms of incipient glaucoma, vesical obstruction and xerostomia. 
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5. Tridal is the cholinolytic drug of choice in a variety of gastro-intestinal 
conditions, and is especially indicated in geriatric patients because of the absence 
of the side-effects to which they are particularly prone. 


REFERENCES 


. WurTe, F. W.: Peptic Ulcer (Am. Gastroent. Ass’n.). Philadelphia, W. B. Saunders Co., 
1951. 

. Mutsow, F.: Peptic ulcer of the aged, Am. J. Digest. Dis. 8: 112 (Apr.) 1941. 

. Berens, C., anp Nixson, E. L.: Etiology of so-called chronic simple glaucoma, T’r. Am. 
Acad. Ophth. 48: 121 (Jan.—Feb.) 1944. 

. Uttman, E. V., anp Mossman, F. D.: Glaucoma and orally administered belladonna, 
Northwest Med. 48: 245 (Apr.) 1949. 











EVALUATION OF TWO AGED POPULATIONS LIVING UNDER TWO 
MODES OF INSTITUTIONAL RESIDENCE WITHIN THE SAME 
INSTITUTION: IMPLICATIONS AND RECOMMENDATIONS * 


SAMUEL D. SHRUT, Pu.D. 
New York, N. Y.t 


Social planning for older people, like democracy, has been on the defensive— 
and for a variety of reasons. In the first place, we as individuals are rather hesi- 
tant to recognize that the older segment of our population is in need of special 
attention and consideration, and that the needs of older people will become all 
the more expressed in the future if our senior citizens are to be enabled to round 
out their lives with material and emotional adequacy. Moreover, we are fre- 
quently at sea as to where and how to help older people, considering the variety 
of opinions as to whether aged persons are really in need of help and, if so, what 
kind and how much. 

Also we, individually or collectively, are particularly sensitized and are made 
anxious by the situation of the dependent aged person, and perhaps repress or 
push away thoughts of older persons who are obliged to live in dwellings which 
younger persons would hardly think of leasing, subsisting on diets which might 
be condoned for a hastily arranged and somewhat austere picnic repast, and 
wearing clothing that would hardly do for modest daily shopping. These reflec- 
tions, then, can understandably rekindle feelings in us of guilt and shame that 
somewhere and somehow we have failed to help an aged relative or friend, either 
because of our inability or indifference. 

Perhaps a survey of the position of the aged person in our culture is in order at 
this point. 

Between the life-shortening treatment accorded the aged by various Eskimo 
tribes (1) and the veneration shown the aged person by the Chinese lie many 
variations of attitudes and treatment of the aged by other cultural groups (2, 3). 
Generally, a culture exhibits towards its senior citizens a kind of treatment that 
is roughly proportionate to the benefits that the aged person can bring to that 
culture (4). In the United States in what is at times quippingly called “an age of 
ageing,” there has been some swing away from a popular consideration of our 
aged population as ‘‘barnacles on the Ship of State.’”’ Governmental agencies (5-7) 
insurance companies (8), and the social service facilities of many communities 
(6, 9) are now being directed towards planning for and with the aged. 

The very force of numbers of aged persons in our country might be sufficient 
reason for interest in the aged. The imposing factors of employment and retire- 
ment, of the manner of living of elderly persons, and of other socio-economic and 


’ 


* This is a partial report of a doctoral research project, ““Old Age and Death Attitudes’ 
conducted at the Home for Aged and Infirm Hebrews of New York. 
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psychologic considerations dealing with the aged, are indeed compelling reasons 
for increased societal attention to, and study of, this hitherto neglected segment 
of our society. 

Some aged persons settle down at retirement to what amounts to a wait for 
death. Others look upon their retired status as a point from which to proceed with 
plans for participating in activities and experiences previously ruled out by them. 
Whereas some aged persons may resign themselves even to giving up doctors’ 
visits ‘‘since it no longer pays,”’ there are others who travel or go in for such 
ambitious planning for the future as marriage (whether to old friends, or new, 
younger ones), business or educational commitments, or other long-term arrange- 
ments. 

At the outset it can be stated that the older person in our society (usually 
considered as someone from age 60 on) has been found to need help in order to 
live with a greater degree of material adequacy, improved health, greater freedom 
from emotional stress and the harrowing aspects of anxiety and insecurity, let 
alone the need for residence under comfortable living arrangements. 


THE AGED POPULATION; HOUSING, EMPLOYMENT AND INCOME 
































Because the mode of residence is almost basic to the older person’s adaptation, 
and most readily applicable to aspects of individual and even governmental plan- 
ning, we shall concern ourselves here with this important facet of the older 
person’s life experience in our society. 

The growing number of residential facilities for aged persons and the pioneering 
development of detached or apartment dwellings for some aged residents present 
the question as to how the older person regards residency in an old-age facility. 

What is the attitude to such residency? Is residence under varying restrictive 
and/or protective institutional conditions related to the subject’s planning for 
the future? Conversely, are these thoughts tied up with thoughts of death? Is 
there a relationship between these attitudes toward death and how the aged 
person estimates his or her health, and how she or he responds to the general 
environment? 

l'urthermore, how is the factor of where and how an older person lives related 
to the degree and manner of planning for the future? 

When one considers the magnitude of the older population, the need for 
answers to these questions may be vitally related to the future security and social 
welfare of the entire nation. 

There are now in the United States 13,000,000 men and women aged 65 or 
more. Although in the past fifty years, the population of the United States has 
doubled, the number of persons 65 years and older has quadrupled. In 1900, only 
| person in 25 was 65 years or older; today, the ratio is 1 in 13. 

From reliable estimates it may be predicted that the growing aged population 
will continue to increase disproportionately in our country. For example, it is 
anticipated that in 1960, about 1 in 11 persons in the United States will be more 
than 60 years old, and that by 1980 the ratio will change to 1 in 9. 

The statement from a Government publication (10) sums up the population 
Situation most succinctly: 
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“The big increase in the relative number of older persons is the result largely of gains in 
control of infectious diseases, other advances in the fields of prevention and medical care 
and of the general rise in the standard of living. Fewer people die in childhood or their early 
adult years; more live to reach their 60’s and 70’s.’"! 


The employment prospects of the aged are fairly expressed on the unkindness- 
ingrained basis of “‘last to be hired, first to be fired.’’ With the tight labor market 
of World War II and the postwar years, there was a sharp rise in the employ- 
ment of aged persons. However, by the end of 1951 the sagging employment pros- 
pects of elderly workers were back to the unenthusiastic level of 1940.2 

Significantly, of the nearly 3 million aged persons, men and women, who were 
working in March 1952, approximately 40 per cent were self-employed. Of this 
40 per cent, half were farm owners. One cannot help observing that self-employed 
persons and farmers are frequently gainfully occupied, even if on a part-time 
basis, at ages when many others have been retired for some years. With some 
decline in the small agricultural and farm occupations, and the shrinking place 
of self-employment generally in the country’s economy, work opportunities for 
the older age groups have declined steadily. Aside from considerations of retire- 
ment for reasons of physical disability, there is the increasing practice in com- 
merce and industry to retire employees at a fixed age, regardless of the psycho- 
logic, physiologic and economic injustice to the compulsorily retired worker. 
However, the decline in the relative number of employed elderly persons may also 
reflect the influence of the increasing popular acceptance of the idea of retirement 
from work. This is so, even if the outlines for such retirement are at times un- 
feelingly sect, with their sobering implications for the economic maintenance of the 
aged person. 

Of every 10 aged persons in the United States at the end of 1951: 

1. Approximately 3 were receiving employment income as an earner, or the 
wife of an earner. 

2. Nearly 3 were being supported by relatives or by some other form of in- 
come (whether from industrial pensions, commercial annuities, income from 
investments, or from organizational benefit programs). 


1 Until 1930 there were more aged men than women in this country. The reason for this 
rested in large part with the relatively large number of males who arrived in this country 
in the heavy immigration tempo of the pre-World War I years. In 1900, there were 102 aged 
men for every 100 women in this aged class; by 1950, the ratio changed to 90 men for every 
100 women. The shift in ratio is now ascribed primarily to the sharply reduced female mor- 
tality, since the death rate of men (the ‘“‘stronger sex’’) is now higher in every age class. 

2 Whereas in 1890 the country’s labor force was composed of 4.3 per cent men and women 
65 years of age and older, the rather consistent decline from that period on revealed itself in 
a drop to about 4.8 per cent in 1950. This becomes more understandable when it is noted that 
during the representative period from 1890 to 1950, the percentage of persons 65 and older 
was nearly doubled (from 3.9 to 7.7 per cent) in the increasing general population of the 
United States. While the trend for the employment of elderly men has been consistently 
downward, the employment of women of all age groups has increased. Some of this is due 
to the availability of women for employment, considering the reduced burden of house- 
keeping tasks as a result of smaller household size and the development of household appli- 
ances, not to forget the changing attitude regarding the propriety of having married women 
work. 
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3. Approximately 1 was deriving income from the special retirement systems 
for veterans, railroad, and government workers. 

4. Nearly 3 were compelled to subsist on the meager benefits of the old-age 
and survivors’ insurance program. 

Perhaps some additional perspective of the near-poverty that faces many of 
our elderly persons may be derived from a consideration of the following facts. 
In 1950, at a time when the median annual income for persons with an income 
was almost $1971, about 43 per cent of all families headed by a person 65 and 
older had an annual cash income of less than $1500, whereas 30 per cent had an 
income under $1000, and 15 per cent had an income of less than $500. The aged 
person living alone or with non-relatives fared even worse. More than 3 out of 4 
such persons had an annual cash income of less than $500 (10, 11). 

Some index of the economic plight of the aged person is highlighted by noting 
that most elderly persons are unable to finance adequate medical care on their 
own, although their medical needs as a group are higher than those of the younger 
population segment. Three out of 4 aged persons in 1950 had no hospitalization 
insurance, with this by no means their only social and material deprivation (10). 

Although unemployment and retirement usher in a galaxy of new considera- 
tions, their primary effect is on where and how aged persons make their homes. 

In view of the rather general misconception that most aged persons live in in- 
stitutions for the aged, it may be surprising to learn that in 1951, 9 million of the 
13 million aged persons in the United States, or 7 out of every 10, lived in their 
own households. Seven millions of these 9 had a spouse or some other relative 
living with them. Of the remaining group of approximately 4 million persons, 
about 234 million, or about 1 in 5 aged persons were living in the homes of rela- 
tives. In this group the ratio was nearly 3 aged women to every aged man.’ 
Whereas more than a half a million roomed or boarded with families not related 
to them, nearly 700,000 aged persons, or roughly 5 per cent, were living in homes 
for the aged (11). 

With a rising aged population in our country facing reduced opportunities for 
sustaining a longer lifetime on a shorter working life and income, our institu- 
tional homes for the aged, whether under governmental, public, or private aus- 
pices have inevitably felt new pressures. In response to these pressures, a number 
of homes have developed fine physical plants, good administrative practices, and 
good techniques—medical, nutritional, psychotherapeutic, and social service. 
These developments have done much to create a kindly institutional environ- 
ment in contrast to a long-ingrained stigma of social inferiority towards homes 
for the aged. Along with the generally heard about, but usually unseen, ‘‘old 
soldiers’ ”’ or “old sailors’ ” homes, public and private funds have accounted for 
the current estimate of about 3,000 homes for the aged (12). Zeman (13) points 
out that between the years 1850 and 1900 “nearly five hundred homes for the 
aged were established by private philanthropic agencies in the United States.” 

With such an increase in the aged population, we can expect that a greater 

’ In the aged group, women out-number men 10 to 9. Also, more than half of all women 


are widows by the time they reach 70, whereas 3 out of 4 men at that age are still married. 
Also, remarriage following the death of a spouse is much more common among men. 
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number of older persons will make their homes in such facilities. Furthermore, 
since housing for older persons is a vital problem, and one that lends itself to 
social planning, it comes into focus as one of the most important factors in the 
societal adjustment of the older person. 


METHODS OF STUDY 


Considering the foregoing, the research of which this is a partial report was 
concerned with a comparison of the effect on attitudes towards living (as revealed 
by attitudes towards death) in two equatable groups living under two different 
residential plans within the same institution—one in a mass-dwelling arrange- 
ment and the other under a more permissive and less supervised set-up in apart- 
ments. 


Research design (and instruments) 


This study compared attitudes toward death in ambulatory, currently unmar- 
ried, white females in two kinds of institutional living arrangements. Thirty per- 
sons residing in the apartment dwellings of the Home for Aged and Infirm He- 
brews of New York were compared with a similar population from the same 
institution’s central residential facility (Central House) in which the supervision 
and regulation are more traditionally institutional. The basic difference in the 
two modes of residence was that the apartment residents live much like other 
older people in the community, in apartment buildings rather than in a separate 
group of buildings apart from the regular residential neighborhood. 

In each case, the research population consisted of volunteers obtained by means 
of random selection from a stratified sample, after consultation with the Medical 
and Social Service departments of the institution. Subjects were well motivated 
to participate in the study, which was presented to them as having potentially 
beneficial consequences in possibly affecting housing arrangements for older 
people. Also, respondents were assured that they would remain anonymous. 

It was the purpose of this study to investigate differences in attitude toward 
aging on the part of older persons. As a measure of this, attitude towards death 
was chosen on the assumption that this attitude is really a reflection of attitude 
towards living. 

The study further sought to determine whether there is a relationship between 
attitude toward death and the older person’s physical self-regard, adjustment, 
and claimed participation in activities under two varying conditions of institu- 
tional supervision. ‘ 

The experimental design of the study consisted of comparison of the two groups 
by means of a series of psychologic tests which, except for the Thematic Apper- 
ception Test, were especially devised, along with their respective rating scales, 
by the author. The following instruments, in order of their standardized pre- 
sentation, were employed in this research: 

Questionnaire on Self-Appraisal of Health 
Questionnaire for Adjustment in the Home 
Sentence-Completion Test 
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Thematic Apperception Test 
Questionnaire on Claimed Participation in Activities 

Because the aged may at times be unable fully to comprehend questions or 
to exercise long-sustained attention (9, 14, 15), it was felt that the information 
from the various instruments could best be obtained through interview. Es- 
pecially pertinent here is the observation of Landis (16) to the effect that “. . . the 
best method of securing data on social-psychological adjustment is the personal 
interview with a schedule filled out by the interviewer.’’ This procedure was 
followed. 

The Health questionnaire was designed to elicit information on past and cur- 
rent medical history for the self-rating of health, on the basis of 5 categories 
ranging from “Excellent” to ““Very Poor.”’ A comparison was made of ratings of 
health between the two groups. It was disclosed that a less optimistic evaluation 
of health would go along with fear of death, and conversely, when there was little 
preoccupation with thoughts of death there would tend to be a more positive 
judgment of health. 

The questionnaire on Adjustment consisted of 17 detailed questions relating 
to food, supervision, rules, and general interpersonal relationships of the resi- 
dent in the institution. There is the possibility that this instrument may have 
presented some threat to the aged respondent. It thus may have lent itself to 
camouflaged and evasive responses, because of a totally unwarranted fear of 
reprisal by the institution for any possibly unflattering revelation. (Some interest- 
ing responses suggestive of this are: “I just don’t like the food . . . I can’t praise 
The Home enough.”’; ‘‘The food is strange... I like living here—100 per cent 
better than what I had before.’’; ‘‘Before I entered The Home I had stomach 
ulcers, but I’m better now.’’; ““The food is not ample and not good... Other 
homes should copy from this Home.”’; “I’m not used to institutional meals. . . 
This place is wonderful.’’) 

The questionnaire on Claimed Participation in Activities consisted of a series 
of detailed questions of possible activities involving physical and social pursuits 
in which the aged respondent may claim to take part. There is the assumption 
that those persons claiming notable participation in activities will indicate a 
lesser preoccupation with death, and that those persons having relatively little 
concern with thoughts of death will express a greater interest and involvement 
in the life about them. 

A Sentence-Completion test was likewise employed. This test is based on the 
assumption that a person will project his own reactions and sentiments in his 
verbal response to a significant phrase or dramatic part of a sentence—especially 
that concerning an immediate situation—and that in so doing he will be likely to 
reveal himself (17). The significance to responses on this unstructured device is 
determined by the nature and quality of the response and by such varying factors 
as the behavioral expressions during the testing, the reaction time to the in- 
dividual sentence and to the entire test, the length of completions, omissions, 
and the comparison of the frequency of response with that of other subjects (17). 

Ten cards from the Thematic Apperception Test (TAT) were also utilized 
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The TAT consists of a series of pictures printed on cardboard.‘ This projective 
instrument was employed because of its meaningful theme and for its expected 
help in causing the subject to organize “. .. events in terms of his own motiva- 
tions, perceptions, attitudes, ideas and emotions.” (18). 

Specific rating scales were devised for each of these instruments, each based 
on a 5-point range. Ratings were made by various categories of judges (a physi- 
cian, 3 psychologists and at least 3 social workers) who made both “blind” 
ratings of protocols and pertinent judgments of subjects. The ratings were then 
averaged for the various groups of judges and comparisons were made. However, 
only the averaged ratings of the 3 psychologist-judges were employed in evaluat- 
ing attitude towards death. This was carried out by means of a composite rating 
instrument—the Summary Scoring of Subject’s Attitude Towards Death. 
Although not a test in itself, the Summary Scoring was useful because it combined 
findings from all the instruments, especially from the Sentence-Completion Test 
and TAT. In this way, a more holistic conception of the respondent was derived. 
Thus, ratings on the Summary Scoring were considered most reflective of attitude 
towards death, because of the comprehensive data on which such ratings were 
made. Although the various instruments attempted to focus on particular as- 
pects of the respondent’s behavior and outlook, at times the findings obtained by 
the individual instruments may not have been as revealing as when the Summary 
Scoring was utilized. 


The research setting 


The Home for Aged and Infirm Hebrews (HAIH),® considered one of the out- 
standing institutions of its type in the United States, has had a history of many 
new developments in behalf of its residents. 

In 1945 the Home purchased a nine-story apartment building at 302 West 87th 
Street in Manhattan to serve in an experiment whereby older persons could be 
given the security of institutional living and at the same time be helped to main- 
tain a sense of independence. 

Both from the exterior and the interior, this building conveys a sense of the 
privacy and quiet elegance of a good apartment hotel. There is no name-plate 
outside, and the canopy over the entrance-way carries only the street address. 
Floors are thickly carpeted and the building is tastefully decorated throughout. 
The lobby is on the first floor, as are twin dining rooms with intimate table 
arrangements to accommodate groups of 4 diners per table. In addition, there 
are the respective offices of the nurse-director, dietitian, and other personnel. 
Other facilities in the building include 2 impressively furnished large sitting 
rooms, each with writing bureaus, radio-phonograph combinations, and tele- 
vision sets. For the use of residents, there are small pantries on each floor equipped 
with hot-plates and refrigerators for between-meal snacks. 

The Apartment Residence now houses some 140 persons. Married couples 


‘ Cards are available through the Harvard University Press, Cambridge, Mass. 
’ “HATH” or “‘the Home’”’ will be used to designate the Home for Aged and Infirm He- 
brews of New York, where this research was conducted. 
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are provided with large, airy bedroom-sitting rooms, furnished in good taste and 
fully carpeted, and single persons occupy similarly furnished smaller rooms. Resi- 
dents take pride in keeping their own apartments in good order, but the heavy 
cleaning for the entire Apartment Residence is performed by employees of the 
Home.® 

Rooms in the Apartment Residence are noticeably better appointed than are 
rooms in Central House. Residents lend such distinctive touches as individual 
libraries, food snacks for entertaining, and television sets in their private rooms. 
The closed doors to the residents’ quarters lend an additional sense of privacy. 
The residents plan their own entertainment, help formulate their own house 
rules, dine together in pleasant dining rooms, enjoy the lounges for television, 
cards and movies, conduct their own social meetings and parties, are free to 
come and go as they please, and generally enjoy more privacy. Thus it can be 
seen that for residents of the Apartment dwellings there is a greater measure of 
self-reliance and perhaps emphasis on individual activities. There are few or- 
ganized activities, these usually consisting of the birthday parties, weekly English 
classes, movies, religious services, and voluntary attendance at activities of 
Central House. Supervision of residents’ daily activities in the Apartment resi- 
dence is on a minimal basis. One of the few stipulations requested of residents, 
aside from voluntary participation in some chores (such as errands or switch- 
board duty), is that they give official notification of absences from meals and 
from the House in order to promote sound housekeeping. 

Central House, which accommodates some 360 residents, is built in the tradi- 
tional institutional pattern. It has comparatively few small lounges, some single 
and double rooms, many nurse-supervised ward accommodations, and such de- 
partments and activities as medical, psychiatric, social service, and various 
occupational and recreational programs. There is also a 72-bed infirmary which 
is approved by the Joint Commission on Accreditation of Hospitals. 

In contrast to the Apartment Residence where there are few programmed and 
supervised activities, there are many group activities at Central House; these are 
supervised by the Home’s recreation director. Some of the activities include daily 
recreational and occupational therapy, religious services, current events, dis- 
cussion groups, weekly movies, drama groups, the Home Club, and various 
committees which organize birthday parties and other events. Residents may 
leave the Home only on “‘pass,’”’ and are encouraged to attend and participate in 
such outside groups as Golden Age clubs or Red Cross service groups, in addition 


®‘ The most current resident/personnel ratio for Central House (the traditional institu- 
tional structure which also houses an infirmary) is approximately 1.3, as compared with 4.2 
residents per employee for the Apartment Residence. This is reflected further in the nearly 
doubled daily financial cost of maintaining a resident in Central House as compared with 
the Apartment Residence. Central House accommodates many infirm persons; here also 
are provided the specialized facilities, equipment, and personnel to care for residents from 
the apartment dwellings of the Home who are afforded the specialized attentions available 
in Central House. In this are included the cost of maintaining Apartment residents who are 
on temporary transfer to the sick bay of Central House until their recovery is sufficiently 
complete to enable them to return to the Apartment Residence. 
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to volunteering their services in light maintenance tasks (such as switchboard 
operation, library services or feeding bed-bound residents) about the Home. 

The facilities and activities of Central House are available to the residents of 
the Apartment Residence. Although Central House was initially constituted to 
provide a mass-housing arrangement for medically and socially infirm older 
people, 49 per cent of the residents of this traditional institutional facility are 
rated by the staff as having the same high medico-social functional classification 
as residents of the Apartment. Furthermore, although the residents of the apart- 
ment dwellings are relatively unsupervised, they have the knowledge and re- 
assurance that should they become medically or socially infirm and have need 
for intensive care, such care will be provided under the more institutional form of 
supervised residence of Central House. 

Table 1 shows that persons of equatable characteristics were found in the 
Apartment Residence and in Central House, and offers some background infor- 
mation on the subjects in this research. A distinct similarity was also revealed be- 
tween the 2 subject groups with regard to: 1) age, 2) length of residency in the 
Home, 3) country of origin, 4) length of time in the United States, 5) marital 
history, and 6) educational and occupational background. 


TABLE 1 


Major Past Occupational Activities of 30 Residents of Central House 
and 30 Residents of Apartment Dwellings 


Apartment 


Occupation Central House Residence 





Artist (free-lance)... 
Bookkeeper. . 
Bridge teacher 


Companion. ... 
Dressmaker 

Dress designer . 
Factory worker. . 
Girls’ school headmistress..................) 
Houseworker.... 
Housewife. ..... 
Laboratory assistant 
re 
Nurse, practical. . 
Nurse, registered. . 
Sales 

Seamstress. . : 
Stenographer....... 
Teacher.... 
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Other considerations 


Any research into an aspect of old age is faced by certain methodologic 
difficulties, and gives rise to some basic questions. Which of the “‘traits’’ usually 
ascribed to old age are endogenic, that is, organically determined, and thus typical 
for all old people? If these “traits” are not organically determined, to what ex- 
tent are they basically affected by environmental conditions? 

Much of the literature on old age concerns itself with what appears to be 
common-sense observations. There seems to be a neglect of the more subtle 
personality characteristics which reflect less what old age is, than what it turns 
out to be under insufficiently discriminative conditions. 

l‘urthermore, much current research is descriptive of a particular and un- 
analyzed social context of “aging” which reflects modern competitive society, 
rather than what could be termed the more optimal conditions for the fulfillment 
of the old age potential. 

From a review of the literature with its apparent preoccupation with the 
negative ‘‘traits” of old age, one finds it difficult to account for such persons as 
Bertrand Russell, Frank Lloyd Wright, Helen Keller, Grandma Moses, Judge 
Learned Hand, Winston Churchill, and many less prominent but comparable 
zestful examples of successful aging. Recent gerontologic studies have only begun 
to reveal what new attainments might possibly be attributable to old age under 
more appropriate societal conditions. 

In many of the investigations attention has been confined to the popular and 
much-quoted “traits” of old age, which are offered usually as merely negative 
data. In consequence, much work regarding the socalled ‘‘traits’”’ of old age is 
hardly more valid than the all-too-many studies of Negro or other minority 
groups whose “inferior” capacities are “‘established”’ under minimal rather than 
optimal conditions of developmental possibilities. 

In the present study, it was assumed that any differential set of socio-cultural 
stimuli will either disclose or fail to disclose traits which the aged person is con- 
ventionally held to possess. In particular, this study considered whether the 
mode of institutional residency (Central House or Apartment Residence) signifi- 
cantly affected the psychologic functioning of the aged person, and more spe- 
cifically his attitude towards death, which is actually another way of saying 
attitude towards life and living. 

The literature on aging revealed that an institutional group is more rigid, has 
less drive, less spontaneity, and is less emotionally involved in activities and 
situations than is a group of older persons living in the community on their own. 
It would seem that aged persons living independently in the community enjoy 
better mental health than their aged counter-parts who are obliged to live under 
institutionalized settings. This observation implies the necessity for a re-evalua- 
tion of institutional care, and for maintenance of older people in their own homes 
or in foster homes, and for a general attempt to enrich the lives of aged persons 
in their community settings. 
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RESULTS 


Despite the modest size of the research population in the primary study of 
which this is a report, there were various implications for the general adjustment 
of the older person in our society, for institutional planning, for and the educa- 
tional and psychosocial facts of adjustment of the aged person. 


General adjustment 


There seemed to be a lesser concern with thoughts of death on the part of 
persons residing (Apartment Residence) under conditions not greatly unlike their 
previous mode of independent living in the community. These subjects enjoyed 
better mental health, were less seclusive, less suspicious, more socially alert, and 
more interested in planning for continued living than were their counterparts in 
the more confining and traditional institutional setting (Central House). 

In view of the generally accepted concept that aged persons (not unlike other 
human beings) have a need for being rooted or identified with some status in 
life, a need for relationships with other human beings, and a need for sustaining 
or retaining a mission in life, particular attention must be centered on the factors 
in the aged person’s environment that will serve to enhance satisfactions. 

Even discounting the traditional mental reservations and resistance on the 
part of aged persons against assuming residency in the traditional home for the 
aged, there are the more subtle signs of impaired self-confidence on the part of 
the aged person usually following closely on institutional confinement. Conse- 
quently, any improvement over the previous mode of traditional institutionaliza- 
tion has been viewed as a welcome dispensation by the aged resident. Subjects 
in this study from the Apartment Residence freely volunteered their sense of 
satisfaction and gratitude because of their admittedly improved and more per- 
missive mode of institutional residence compared to that of Central House. 

lor the older person requiring some form of institutional or agency planning, 
even this relatively more permissive and less supervised mode of institutionaliza- 
tion (apartment residency) might well be supplanted by an arrangement retain- 
ing all of the advantages of apartment residence but minimizing or eliminating 
some of the presently existing disadvantages of this preferred (apartment) 
residency. It would be advisable to have a system of non-resident aid or a home- 
care program wherein the older person’s anxieties about continuing ability to 
function in the community could be met. This can be accomplished, as is con- 
stantly demonstrated, through maintaining the older person in his or her own 
household in the community and by making available such aids as homemaker, 
medical, and social service visits on a routine basis, or for consultation on specific 
matters, and through generally demonstrating to the aged person that future 
institutional care will be available when needed. Furthermore, there is the ad- 
visable de-emphasis of centralized or segregated residency into old-age institu- 
tions in favor of the recently expressed action of public housing authorities in 
providing small housing units of relatively greater accessibility for use of elderly 
persons. 

Results of the present study tend to support the recent development of ‘‘foster- 
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care’ residency for aged persons, parallel to the similar though less recent de- 
velopment in the area of child care, with its abandonment of mass-housing ar- 
rangements. 

Implicit in these findings is the realization that programs designed to promote 
community living for older people have many advantages. Some of the ad- 
vantages involve helping the aged individual and society to preserve self-esteem, 
providing society with benefits that the aged may yet contribute, and at the same 
time sparing the great emotional, social and financial expenses that are such 
frequent concomitants of premature institutionalization. 

In this connection, it might be advisable to view the “‘senior Citizens Bill of 
Rights” (19): 

1) The right to an opportunity to continue to be useful. 

2) The right to freedom from the specter of want in old age and burial in a 
pauper’s grave. 

3) The right to a fair share of the community’s recreational, educational and 
medical resources. 

4) The right to obtain decent housing suited to the needs of later years. 

5) The right to the respect of the community, based on service to the com- 
munity. 

6) The right to the support of one’s family to an extent consonant with the 
best interest of the family. 

7) The right to live independently, as one chooses. 

8) The right to live with dignity as a free human being unfettered by anti- 
quated concepts of the ‘“‘proper role of old people.”’ 

9) The right to access to all available knowledge on how to make the later 
years happy years. 


Educational and psychosocial aspects of adjustment 


In psychosocial researches with the aged it has been long contended that indi- 
vidual hesitancy and disinterest in learning are due more to the older person’s 
self-imposed restrictions than to actual intellectual deficit. When the aged person 
feels himself squinting a bit more or finds himself asking someone to repeat a 
comment, there is the additional inference that the ‘‘mind is failing.” 

Aged people have demonstrated an ability to learn anything from nonsense 
syllables to a foreign language on a par with younger persons, even though at a 
somewhat reduced tempo. This is not to mention the feats of invention, literature, 
and statesmanship performed by elderly people. Along with the general accept- 
ance that there is relatively little, if any, restriction in intellectual ability in 
older people, it is the consensus that generally the aged person’s attitude, reflec- 
tive of the cultural stereotype, stands in the way of new attempts at education 
and learning. 

Furthermore, since attitude is usually reflective of the aged person’s self-image, 
efforts at enabling him to maintain or retain a more flexible or youthful self- 
concept and an attitude of greater flexibility has greater possibilities for increas- 
ing interests in education and general learning. The comparatively greater 
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number of private books and magazine collections possessed by respondents in 
the Apartment Residence, along with their greater social alertness, would tend 
to support this implication. (They also showed an alert interest in current 
events.) Moreover, subjects from the Apartment Residence were easier to inter- 
view, less suspicious and generally more cooperative and interested, not only in 
the present study, but also in the life about them. 


Implications for institutional planning 


Strongly implicit in the findings of the present study is the need for de-empha- 
sis in the provision of mass-dwelling arrangements for aged persons. Instead, 
existing institutional facilities should provide, within their settings, features 
affording the older person as much individual privacy as is practicable, and make 
possible a kind of guidance, yet without interference. There should also be the 
provision of more private and semi-private rooms, or of communities of small 
unsegregated cottages and small apartments incorporating details of past con- 
veniences in living arrangements (such as shopping areas, theaters, schools and 
centers). Some illustrations of this desire for improved living arrangements ex- 
pressed by various subjects in the present investigation follow: ‘‘I’m only troubled 
by my room-mate. She’s peculiar, but maybe I am too.’’; “Sometimes it’s hard 
to be among so many old people.’’; “I’m very grateful. But if I had plenty of 
funds, I’d continue living in the total privacy of a hotel. I’m among too many 
old people. It’s not good to be among too many old people.’’; “Only my feet tell 
me how old I am. I love this place.” 

There is a further suggestion that existing institutional residences should not 
have the additional feature of being terminal residences, but places which the 
aged person may elect to leave for as long as desired without fear of losing the 
privilege when there is the decision to return. 

The foregoing is admittedly not without its increased financial costs and ad- 
ministrative complexities. However, there are the compensations in benefits 
expressed in a more kindly and efficient meeting of both the housing and emo- 
tional needs of the aged person who is obliged to seek a form of institutional 
residency. 

It is important that new efforts and services be aimed at enabling the older 
person to remain in the community by providing every assistance in maintaining 
a separate residence, and perhaps even employment. 


Implications for psychologic research 


The instruments employed in this study were helpful in obtaining the desired 
information. Perhaps it would have been advisable to include, along with the 
TAT, a more detailed clinical interview procedure. Although some of the findings 
indicated no significant statistical difference between subjects from Central House 
and those from the Apartment Residence, much of the material proved of value 
with qualitative treatment. The information derived from the study may lend 
itself less to statistical treatment than to judgments, clinical impressions and 
verifications of competent psychologists more concerned with evaluating data 
on the basis of various nuances rather than quantifiable factors. 
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Coutinued and increased attention to the problems of older people is strongly 
indicated, for benefit to the individual and to society. This is important in order 
to clear up misconceptions, as well as to promote more sound and humane 
planning with and for aged persons. There is need in private social agencies and 
more especially by governmental bodies, for increased concern not only about 
the elderly person’s date of birth, but also about economics, housing, and other 
psychosocial requirements and rights of older people. 

There are valid grounds for de-emphasizing mass-dwelling arrangements, 
especially those in the traditional institutional pattern. Where such arrange- 
ments or facilities prevail, there should be provision for semi-private and private 
rooms, to encourage increased de-institutionalization. Impressions from the 
related research, from observations of subjects in this study, and from programs 
designed to promote community living for older people provide data for planning 
to accord the greatest advantages. These factors range from preserving the aged 
person’s self-esteem and consequent potential contribution to society, to a sparing 
of the emotional, social and financial expenses that are the inescapable concomi- 
tants of institutionalization. 

Some aged people have demonstrated the ability to learn and to function in 
various settings and with various skills, on a par with younger persons. The 
scientific consensus is that the older person’s attitude of impaired usefulness and 
damaged self-regard as a result of cultural stereotypes is an obstacle to continued 
functioning and learning. This implies that for the older person in need of super- 
vised housing and living plans, such arrangements should not involve a stigma, 


with consequent trauma to the self-image or manner of self-regard. 


CONCLUSIONS 

Institutional residences, in whatever form they exist, need not be considered 
as the terminal residences, but as places which the aged person may elect to 
leave for as long as desired, without forfeiting privileges of resumed residency. 
Although such provisions would not be without their increased financial costs 
and administrative complexities, these would be over-balanced by the advan- 
tages in providing an easier and more satisfying mode of living. Furthermore, 
these new developments would enable the older person to remain in the com- 
munity, by providing every assistance in maintaining a separate residence and 
perhaps even employment. 

The foregoing may be summed up in the words of Zeman (13), who states 
“... providing a variety of services to the aged depending upon their individual 
needs ... pioneering steadily in new approaches, the present day institution 
becomes the focal area in the community where counsel and assistance, both 
social and medical, is readily available to elderly persons in need. By expanding 
its activities beyond its walls and by cooperating closely with all other social 
and medical community agencies, it is able to concentrate all its energies and 
capabilities on the problem of the aged in health and disease, for prevention as 
well as for remedial care.”’ 

Some outstanding writers concur in their emphasis on the need for detailed, 
probing, and long-continued research which would neglect no important facet of 
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gerontology. The following recommendations for further research are suggested 
by the results of the present study: 

1) A repetition of the study in the same institution, but with male subjects. 

2) Similar studies with male and female subjects from other institutional 
populations, sectarian, non-sectarian, and of varying racial groups. 

3) A study comparing an aged institutional population sample residing in 
apartments with a comparable sample in the “home-care” or non-residential 
care program. 

4) A comparison of the “home-care” population sample with a relatively 
equatable population sample living independently in the community. 

5) A long-term study of an aged population at periodic intervals (a year, 
half-year, three months, one month) before their admission to an institutional 
residency; further evaluation within a week or two after these same persons 
assume residency; and similar periodic evaluations of the psychosocial effect of 
institutionalization on the aged person’s self-concept, with regard to planning for 
the future. 

There is general agreement concerning the deeply felt need for imaginative and 
fruitful contributions to general knowledge about aged people. More specifically 
there is need of information regarding the effect of living in institutional settings, 
with a view to the meaningfulness for beneficial planning with, and in behalf of, 
the older person. 
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BENIGN PEMPHIGOID? A REPORT OF SEVEN CASES WITH CHRONIC, SCARRING, 
HERPETIFORM PLAQUES ABOUT THE HEAD AND NECK. 
Brunsting, L. A., and Perry, H.O. A.M.A. Arch. Dermat. 75: 489 (Apr.) 1957. 


A rare form of chronically persistent blistering eruption located in plaques on the head 
and neck is described. The name pemphigoid is being applied in view of the microscopic 
findings, and until more can be learned about the disease. Seven patients, middle-aged or 
older, with an eruption of this kind were observed over a period of several years. Six of the 
patients were men. The grouped pruritic vesicles extended through a succession of flares 
and were replaced ultimately by scarring at the affected sites. In 2 instances the exacerba- 
tions could be related to causative factors: anger and the ingestion of certain foods. There 
were 2 short episodes of vesicular exanthems. Except in 1 patient, the lesions were limited 
to the skin. In this patient, lesions appeared in the mouth and pharynx and for a short time 
in the conjuctivae. Biopsy specimens provided uniform findings. The bulla was in a sub- 
epidermal position in all cases. Some edema was present in the epidermis. The epidermal 
cells appeared normal, without acantholysis, except in some specimens in | patient. A dense 
cellular infiltrate was found in the corium in most cases, the cells being predominantly 
eosinophilic. Results of all tests for herpes virus were negative as were the results of tests 
for sensitivity to potassium iodide, potassium bromide, and potassium thiocyanate. One 
patient had a strongly positive urticarial reaction to dusts and animal danders, but no sen- 
sitivity to foods. Six of the 7 patients had a history of asthma, urticaria, or drug reactions. 
The possibility that the eruption may be a manifestation of ocular pemphigus seems remote. 
It appears to bear only a superficial relation to dermatitis herpetiformis. The course in all 
except 1 of the 7 patients was benign. Conventional methods of treatment proved ineffec- 
tive. Under careful management, improvement occurred in those patients for whom precipi- 
tating factors could be identified. 


PREDNISONE, PREDNISOLONE ET IMMUNITE. RECHERCHES EXPERIMENTALES CHEZ 
L’HOMME ET L’ANIMAL (PREDNISONE AND PREDNISOLONE AND IMMUNITY. RE- 
SEARCH IN HUMAN BEINGS AND ANIMALS). 

Colucci, C. F. Presse méd. 65: 351, 1957; through Ciba Literature Review 2: 164 
(June) 1957. 


The question of how prednisone and prednisolone affect immunity processes was studied. 
It was discovered that in the case of human beings who were artificially immunized against 
typhoid fever even prolonged administration of relatively large doses (40 to 60 mg. daily) 
virtually failed to have any effect. Only in certain instances was the formation of typhoid 
antibodies inhibited, and then only to a slight degree. When patients actually suffering 
from typhoid fever were immunized, the question of whether or not the agglutinins were 
affected depended upon when the hormones were given. If they were administered early 
(during the first one and one-half weeks of the illness), the formation of antibodies was more 
or less strongly inhibited. When, on the other hand, prednisone therapy was not initiated 
until later, the agglutinin values almost attained those usually found in the acute stage of 
the disease (that is, titers of 1:2,560 or 1:5,120). These observations confirm the results of 
animal experiments which have shown that ACTH or corticosteroids have little or no effect 
upon immunization once it has commenced. The differences between the various cortico- 
steroids are more quantitative than qualitative. A particular dose of prednisone inhibits 
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the immunity processes considerably less than a therapeutically equally effective amount 
of cortisone. 


NEUERE VAGOLYTIKA IN DER NARKOSEVORBEREITUNG (NEW PARASYMPATHOLYTIC 
AGENTS IN PRE-ANESTHETIC MEDICATION). 

Feurstein, V. Anaesthetist 6: 108, 1957; through Ciba Literature Review 2: 149 
(May) 1957. 


It is a mistake to carry out pre-anesthetic medication without using drugs that inhibit 
the vagus nerve. It is important, when administering parasympatholytic agents, to employ 
those with as long a duration of action as possible in order to avoid the necessity of repeating 
the injection. Antrenyl meets this requirement well. It was used for pre-anesthetic medica- 
tion in 182 patients, aged 10 months to 82 years, who were undergoing operations of various 
kinds. Antrenyl was administered subcutaneously or intravenously in a dose of 1 mg. Small 
children received 44 mg. The inhibition of salivary secretion was satisfactory in 90 per cent 
of the patients and lasted for hours even with surface anesthesia. Only in 17 per cent of the 
patients did the pulse rate exceed 100. There were no clinical signs of vagal reflexes in the 
circulatory system, bradycardia, or hypertension during the operation. In 1 patient laryn- 
gospasm occurred upon extubation, but it required no active intervention. Nausea or vomit- 
ing was rare in the postoperative stage, an advantage probably also due to Antrenyl. 


ANNULAR PANCREAS: A CONGENITAL ABNORMALITY MANIFEST IN THE AGED. 
Friedman, A. I. Gastroenterology 32: 1172 (June) 1957. 


Annular pancreas is no longer a rare finding. It occurs as frequently in adults as in chil- 
dren. Among 86 cases reported in the literature and confirmed by surgery, 31 per cent were 
in persons over 40 and 13 per cent in persons over 50 years of age. The development of an 
annular pancreatic segment from the embryonic stage is described. A barium meal is the 
most useful procedure in diagnosis. The film shows almost complete obstruction in the mid- 
portion of the second segment of the duodenum with a dilated duodenal bulb except in cases 
in which a peptic ulcer has occurred. The symptoms of annular pancreas are those of post- 
bulbar duodenal obstruction with a significant degree of retention. There may be recurrent 
vomiting. Stricture of the duodenum at the site of the ring has been prominent in both adult 
and infant cases. Among the 41 adult patients, there was a 25 per cent incidence of pancreati- 
tis. Both pancreatitis and inflammation resulting from ulceration of the proximal duodenum 
may cause further constriction of the ring. Ulceration that occurs at or near the stricture 
may result from the constricting mechanism producing ischemia, gradual necrosis, and 
ultimately fibrosis. The failure of alkaline duodenal contents to reflux and neutralize gastric 
acidity and the retention of gastric contents are factors in the production of duodenal and 
gastric ulcers, respectively. Gastro-intestinal hemorrhage was found in only 4 patients 
among those reviewed, and jaundice in only 2 adults. Because the ring contains an important 
segment of the excretory channel of the pancreas, surgical resection has proved hazardous 
to the patient. Besides pancreatic fistula and necrosis that have followed the operation, 
the obstruction sometimes has not been relieved because of irreversible duodenal stenosis 
at the site of the annulus. Gastro-enterostomy has not found favor because peptic ulcer 
developed postoperatively in 2 of 11 patients so treated. Partial gastric resection appears 
to be a good surgical procedure in appropriate patients. Duodenojejunostomy is the opera- 
tion of choice for children and should be equally successful in adults. In the absence of 
evidence that division of the ring will prevent further attacks of pancreatitis, and since 
adequate drainage operations successfully prevent further symptoms, there is no justifica- 
tion for risking the complications attendant upon division of the ring. One case of annular 
pancreas in a 70-year-old woman treated by gastric and duodenal resection is presented. 
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DIFFERENTIALDIAGNOSE ZWISCHEN HEPATITIS UND OBSTRUKTIONSICTERUS AUF 
GRUND DES SERUMEISEN- UND KUPFERSPIEGELS (DIFFERENTIAL DIAGNOSIS 
BETWEEN HEPATITIS AND OBSTRUCTIVE JAUNDICE ON THE BASIS OF THE SERUM 
IRON AND COPPER LEVELS). 

Hutterer, F., and Hunya, T. Schweiz. med. Wehnschr. 87: 190, 1957; through 
Ciba Literature Review 2: 174 (June) 1957. 


Although liver function tests provide valuable information about the presence of liver 
damage, they are not suitable for differential diagnosis. Despite numerous new tests, it is 
still difficult to distinguish obstructive jaundice from hepatitis. Therapeutically, such a 
distinction is essential because surgery is indicated in one disease but contraindicated in 
the other. Data collected on 337 patients show that determination of the iron and copper 
concentrations in the blood permits a reliable diagnosis to be established. In the healthy 
subject, the blood iron level is 80 to 140 gamma per 100 ml., the copper level 90 to 130 gamma 
per 100 ml., and the iron to copper quotient 0.8 to 1.2. When hepatitis was present, the author 
observed an iron level of 207 gamma per 100 ml. and a copper level of 138 gamma per 100 ml.; 
as a result, the iron to copper quotient had risen to 1.5. In cases of obstructive jaundice, on 
the other hand, this quotient was much lower (0.42) than normal, the mean iron level being 
79 gamma per 100 ml. and the mean copper level 190 gamma per 100 ml. In obstructive jaun- 
dice, the quotient behaves in a definitely characteristic manner, and in about 2 per cent of 
hepatitis cases the values may be atypical. Determination of the iron and copper levels 
does not present much difficulty. 


HEMATOLOGIC TOXICITY AFTER THE USE OF DESACETYLMETHYLCOLCHICINE IN 
THE TREATMENT OF GOUTY ARTHRITIS. 
Jaffe, I. A., and Hyman, G. A. New England J. Med. 257: 157 (July 25) 1957. 


This is the first known report of toxicity to the hematopoietic system resulting from the 
use of desacetylmethylcolchicine in acute gout. The substance is used in gout inasmuch as 
recent reports have indicated that it may be more useful than colchicine because of the 
unlikelihood of gastro-intestinal toxicity. The patient in this case was a 53-year-old man 
with chronic tophaceous gout of fifteen years’ duration. Because of poor response to other 
medication, he was given desacetylmethylcolchicine and instructed to take one 1-mg. tablet 
every hour for eight doses. The relief of pain and diminution in swelling were so gratifying 
to the patient that he continued the medication for four more days (total dose 39 mg.). At 
the time of the episode reported, he presented a clinical picture of septicemia associated 
with anemia and agranulocytosis with blast forms in the peripheral blood. The bone-marrow 
picture was interpreted as compatible with a diagnosis of acute myeloid leukemia. In view 
of this and because the patient was in critical condition, he received antileukemic therapy 
in the form of 6-mercaptopurine and prednisone in addition to a regimen of antibiotics and 
transfusions. After four months, the reaction in this patient was reconsidered in view of the 
knowledge acquired concerning some unpublished untoward hematologic reactions to 
desacetylmethyleolchicine in patients with gout. Because of his satisfactory progress and 
the normal laboratory findings then observed, it became apparent that the reaction had 
been induced by the drug and did not represent acute leukemia. This opinion was supported 
by the recovery of the bone marrow, the normal peripheral blood, and the patient’s favora- 
ble state clinically when antileukemia therapy was discontinued. Possible explanations for 
this “leukemoid”’ state are discussed. Because of the danger of depression of the bone mar- 
row, desacetylmethylcolchicine even in low dosage should not be used in acute gout. The 
troublesome gastro-intestinal effects of colchicine appear far less hazardous. 


DEVELOPMENT OF CANCER IN MIXED TUMORS OF SALIVARY GLANDS. 
Judd, E.S. Postgrad. Med. 21: 112 (Feb.) 1957. 


Until recently, little uniformity existed in the classification of parotid and submaxillary 
salivary gland tumors. The various concepts were clarified by the work of Kirklin and co- 
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workers (1951) who pointed out that a mixed tumor merely contains two kinds of cells— 
epithelial and connective-tissue types. Mitotic figures are absent in both. They also found 
that zones of true cylindroma or adenocarcinoma occurred in some lesions that resembled 
mixed tumors. In these instances the behavior of the tumor was that of the malignant ele- 
ment so that the lesions could not be classified as mixed tumors. Judd agrees that most 
mixed tumors of the salivary glands are benign and remain so. However, some salivary 
tumors originate as carcinomas but have some of the characteristics of mixed tumors. He 
points out that certain mixed tumors may be benign uncomplicated lesions for many years; 
then suddenly an extremely malignant change takes place. Regardless of whether these 
tumors are in the parotid or submaxillary gland, histologically they do not differ. Two case 
reports are presented. In the first, an 810-Gm. tumor of the parotid region was removed 
from a 65-year-old woman. It had grown slowly for forty years. Six months prior to paroti- 
dectomy, small hard nodules had developed rapidly on the outer aspect of the tumor mass. 
These were found to be Grade 4 squamous-cell carcinoma. Although the lymph nodes were 
free from metastasis, the patient was given postoperative roentgen-ray therapy. Facial 
paralysis was present both before and after operation. This patient died within two years 
from widespread metastatic squamous-cell carcinoma. The second patient was a 65-year- 
old man who had a large mixed tumor of the submaxillary gland (of ten years’ duration) 
that contained numerous zones of Grade 4 adenocarcinoma that had appeared as knobby 
extensions on the outer surface of the tumor. Following extirpation of the tumor, the pa- 
tient had a course of roentgen-ray therapy and hasremained well for three years. The technic 
for the surgical removal of parotid and submaxillary gland tumors is described. A more 
radical procedure than that formerly used reduces the rate of recurrence of mixed tumors 
and permits more nearly complete treatment in case carcinoma is found to be present. 


BEHANDLUNG VON HIRNTUMOREN MIT KOBALT 60 (TREATMENT OF CEREBRAL 
TUMORS WITH COBALT 60). 

Kriiger, D. W. Miinchen. med. Wehnschr. 99: 687, 1957; through Ciba Litera- 
ture Review 2: 190 (June) 1957. 


Radioactive cobalt is recommended for use in the treatment of cerebral tumors, particu- 
larly malignant glioblastomas that are not readily accessible either to surgery or to irradia- 
tion therapy. The application of Co® directly into the bed of the tumor appears to offer 
the best chance of success. To insure protection against radiation, cobalt is not introduced 
until the wound has been completely closed. It is removed twenty to twenty-four hours 
later. A dose of approximately 6,500 r is discharged during this period. As no cerebral edema 
appears to develop, the postoperative condition of the patient is good. The longest survival 
period to date is three years. 


KLINISCH-EXPERIMENTELLE UNTERSUCHUNGEN UBER DIE WIRKUNGSWEISE DES 
RESERPINS AUF HERZ UND KREISLAUF UND BEHANDLUNGSERGEBNISSE MIT 
DIESER THERAPIE (CLINICAL EXPERIMENTAL INVESTIGATIONS ON THE EFFECT 
OF RESERPINE ON THE HEART AND CIRCULATION AND RESULTS OF TREATMENT 
WITH THIS SUBSTANCE). 

Lasch, F., and Theinl, K. Wien. med. Wehnschr. 107: 339, 1957; through Ciba 
Literature Review 2: 180 (June) 1957. 


The effect of 1 to 3 mg. of Serpasil injected intravenously two hours before tests was 
investigated in subjects with normal circulation. Blood pressure dropped slightly and the 
heart rate decreased, while the length of the diastole increased. In about half of the subjects 
tested, the period of myocardial tension was shortened. It remained unaltered in the others. 
Frequently there was a temporary rise in stroke and minute volume. These findings indicate 
that Serpasil, probably by virtue of its central effect, eases the strain on the heart. It is 
improbable that the drug has a direct (digitalis-like) effect upon the heart muscle. The 
lengthened diastole in particular would seem to have a beneficial influence on the phase of 
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myocardial recovery. Serpasil (1 to 2 mg. daily) was administered in addition to cardiac 
glycosides to 74 patients with severe, decompensated mitral valvular defects or myocardial 
lesions. It produced good results in 64 cases. Serpasil (0.5 to 2 mg. daily) also proved highly 
effective in the treatment of 48 of 64 patients suffering from autonomic nervous dystonia 
with clear-cut cardiac symptoms. In 10 patients with hyperthyroidism there was 
pronounced subjective improvement in response to Serpasil. The drug was also beneficial 
in some cases of bronchial asthma. 


UNILATERAL HEADACHE AND OCULOMOTOR PARALYSIS NOT CAUSED BY ANEURYSM. 
Lincoff, H. A., and Cogan, D. G. A.M.A. Arch. Ophthalmol. 57: 181 (Feb.) 
1957. 


Observations are cited that have led to the belief that unilateral headaches and oculo- 
motor palsy are symptoms characteristic of aneurysm of the carotid artery. Nine patients 
are presented who had frontal headache and unilateral paralysis of the third-nerve, with 
an etiology other than aneurysm. The causes were diabetes in 3, tumor in 3, leukemia in 1, 
and ophthalmoplegic migraine in 2 patients. The differential diagnosis in each kind of case 
is discussed. The patients with diabetes were in an older age group than that which has been 
shown to have the highest incidence of aneurysms. The presence of other neuropathy re- 
cently or in the early course was considered significant. All of the patients recovered com- 
plete function in less than two and a half months, whereas recovery following aneurysm 
varies in accordance with the extent of the damage. The differentiation cannot be made 
without an arteriogram but this procedure should not be carried out in the patient with 
diabetic retinopathy who is 60 years of age or older. The leukemia patient had other evi- 
dence of leukemia. The estimated incidence of neurologic signs in such patients is 25 per 
cent. The presence of lymphocytes in the spinal fluid was considered to be indicative of 
leukemoid infiltration of the oculomotor nerves. In the patients with tumor, roentgeno- 
graphic examination showed signs of erosion or extosis of the base of the skull and elevation 
of the carotid siphon. The patients with migraine were children who had a history of cyclic 
oculomotor paralysis. They recovered rapidly and fully from each episode. 


ASPECTS CLINIQUES ET THERAPEUTIQUES ACTUELS DE LA MALADIE D’OSLER 
(CLINICAL AND THERAPEUTIC ASPECTS OF BACTERIAL ENDOCARDITIS). 

Mouquin, M. Sem. hép. Paris 33: 956, 1957; through Ciba Literature Review 
2: 139 (May) 1957. 


The pathogens of subacute bacterial endocarditis (which occurs primarily against a 
background of acquired cardiopathies of rheumatic origin) have in the course of time be- 
come resistant to penicillin. Whereas, formerly, a daily dose of 1 million units was generally 
sufficient, Mouquin now administers in two-thirds of his cases 10 million units, and some- 
times as much as 40 or 50 million units. All patients receive simultaneously 1.5 to 2 Gm. of 
streptomycin. In patients treated initially with smaller doses of penicillin signs of resistance 
have tended to develop. Therefore, the initial dose of penicillin should be 10 million units. 
Other antibiotics may be of use, but frequently they prove disappointing. Because of the 
close relation between subacute bacterial endocarditis and rheumatic heart disease, the 
author attempted combined treatment with glucocorticoids in several patients. It was 
frequently possible with the aid of prednisone or cortisone to eliminate fever and to achieve 
substantial improvement in the general condition even of patients whose temperature re- 
mained high despite intensive antibiotic therapy. This improvement was sometimes only 
temporary or deceptive, since the disease continued its fatal course. In other instances, 
however, patients were cured, and this successful outcome was undoubtedly due to the 
adrenocortical hormone. It is suggested that very large doses of penicillin be combined with 
prednisone in all cases in which the diagnosis is doubtful or in which resistance to antibiotics 
is suspected. 
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LONG TERM ANTICOAGULANT THERAPY. 
Olwin, J. H., and Paul, O. Surg., Gynec. & Obst. 105: 61 (July) 1957. 


Seventy patients with thromboembolic conditions who received continuous therapy 
with oral anticoagulants for periods varying from six months to more than eight years are 
reported. Fifty-five patients were beyond the age of 50 years and the oldest was aged 82. 
The conditions treated and the numbers of patients were: myocardial infarction, 19; throm- 
bophlebitis, 19; occlusion or threatened occlusion of the retinal vein, 14; peripheral arterial 
embolism, 10 (8 of these had rheumatic heart disease with atrial fibrillation); peripheral 
arteriosclerosis, 4; retinal atherosclerosis, 1; cerebral thrombosis, 1; and pulmonary embo- 
lism, 2. Only patients whose prothrombin level as measured by the two-stage method aver- 
aged less than 30 per cent of normal were included in the study. The duration of treatment 
was more than one year in 50 patients, and more than three years in 21 patients. Heparin 
was given in many instances during the first days of treatment, along with a long-acting 
anticoagulant. The preparations most frequently used were Dicumarol, phenylindanedione, 
and Dipaxin, the dosage of each being individualized in accordance with the patient’s re- 
sponse. The technic of administration is described. The contraindications observed were 
blood diseases with bleeding tendencies, severe hepatic disease, severe renal disease, and 
active gastric or duodenal ulcer. A history of ulcer was considered a relative contraindica- 
tion. Experience gained in this study led to the conclusion that long-term administration 
of anticoagulants can be accomplished safely and effectively in properly selected cases. In 
thrombophlebitis, embolism from the heart and venous circulation, and early occlusion or 
impending occlusion of the retinal vein, the use of anticoagulants may be crucial in saving 
the life of the patient or in preventing serious disability. Although favorable results were 
obtained also in atherosclerosis and myocardial infarction, experience in these two condi- 
tions is as yet too limited for definite conclusions to be drawn. The complications were: 
4 episodes of gross hematuria in 3 patients, hematoma in 3 patients, metrorrhagia in 2 pa- 
tients who later were discovered to have carcinoma of the uterus, and death in 2 patients 
(one with a cerebral hemorrhage and one with a cerebral hemorrhage or thrombosis). The 
first of these deaths occurred at a time when the patient had failed to return for a routine 
periodic (two weeks) prothrombin determination. Supplemental heparin in what was prob- 
ably excessive doses may have contributed to the complication in the second patient who 
died after several months. The use of anticoagulants requires that 1) the physician be famil- 
iar with the characteristics of, complications from, and antidotes to the use of these drugs, 
2) a laboratory be available to perform consistently reliable prothrombin determinations 
inasmuch as this is a major factor in the safety of anticoagulant therapy, and 3) the patient 
have a disease known to be favorably affected by these agents and without known contra- 
indications. Failures are thought to result primarily from a lack of appreciation of 1) the 
duration of action of anticoagulants, 2) the need for routine and frequent check on the pro- 
thrombin level, and 3) the requirement of adequate depression of the prothrombin level 
below 30 per cent and occasionally below 20 per cent. The technical failures in this study 
resulted from failure to maintain proper lowering of the prothrombin level. This may not 
be possible with one drug over a prolonged time. When undue instability of levels is ob- 
served, the patient should be questioned about the ingestion of alcohol, salicylates, and 
other substances that may influence prothrombin levels. If there is no such interfering 
factor, it may be necessary to shift to another drug in order to achieve greater uniformity 
in control. 


TREATMENT OF CEREBROVASCULAR CONDITIONS IN TH ELDERLY. 
Pincock, J.G. Canad. M.A.J. TT: 25 (July 1) 1957. 


During 1948 and 1949 a specific regimen was started in 117 patients with cerebrovascular 
disorders, and followed to date. Sixteen patients died within seven days after the occurrence 
of acute symptoms, but 101 underwent a treatment program that varied in length from six 
weeks to three months. Diagnostic procedures, assessment of physical and social problems, 
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and the presentation of supportive treatment were accomplished during the first two days. 
The second phase of treatment consisted of the gradual accomplishment of early ambulation 
and the initiation of physiotherapy and occupational therapy. In most*patients some spas- 
ticity developed by the end of three weeks, and required relaxation exercises. No artificial 
supports were used until the end of this period. The use of sedatives and laxatives was 
avoided, as the former prevented adequate cerebration and the latter the redevelopment 
of a normal bowel habit. In this phase the principal difficulties that required special atten- 
tion were foot drop which was treated by the use of special exercises, weakness of the small 
hand muscles which was benefited by the use of warm clay to develop finger movements, 
and aphasia. Speech therapy was commenced as soon as possible. At six to eight weeks after 
the initial insult, severe spasticity usually developed. Treatment in this phase consisted of 
combined occupational and physiotherapy, exploited to their maximum, and the employ- 
ment of recreational activity. After screening by an assessment team to help with relocation 
in the community, the patients were discharged. Some were followed on an outpatient basis 
for one or two months and all were reviewed in 1952 and 1956. Evaluation of arm function, 
leg function, and speech showed little or no increase in 1956 over that obtained in 1952. 
By 1956, 55 patients had died. A comparison with the Canadian Sickness Survey and life 
insurance statistics on expected mortality in the same age group showed no increase over 
that for normal persons of the same ages. Necropsy could be performed in 51 cases and 
showed the cause of death to be as follows in the numbers of patients indicated: cardiac 
disorders, 21; recurrent cerebrovascular accidents, 12; malignancy, 7; respiratory infection, 
6; and other causes, 5. The incidence of death from cerebrovascular disease was less than 
the expected incidence determined by the Canadian Sickness Survey. Among the entire 
group, there were 17 instances of recurrence. These tended to occur during the first two 
veers after the initial attack and to be multiple in apparently susceptible patients. Forty- 
six patients survived eight vears. This indicates that a significant salvage rate can be es- 
tablished and that it is possible to prevent these people from becoming social and economic 
problems. The need for institutional care in the group reported was small. It is recom- 
mended that general hospitals maintain facilities for care during the initial six weeks or so 
of the regimen, and that chronic disease hospitals and rehabilitation centers undertake the 
care of the more difficult cases after this period. 


HEPARIN IN SENILE MACULAR DEGENERATION. PRELIMINARY REPORT. 
Rome, 8. A.M.A. Arch. Ophthalmol. 57: 190 (Feb.) 1957. 


A study was conducted in 23 patients with advanced senile macular degeneration to 
evaluate the effect of heparin. Previous medication had failed to halt progressive loss of 
vision. A dose of 100 mg. of the sodium salt of cone. aqueous heparin was injected intra- 
venously twice weekly. After a series of ten to twenty injections, a rest interval of two or 
three weeks was allowed. No determinations of the clotting time were performed because 
the anticoagulant effect of this dose of heparin is limited to less than twelve hours. Almost 
all of the patients tolerated intravenous heparin well. Two patients became ‘‘jittery’’ and 
one of them discontinued treatment. The results, according to the degree of improvement, 
were as follows in the numbers of patients stated: marked, 9; moderate, 4; slight, 4; none, 
3; worse, 3. Those markedly improved had final visual acuity of 20/40 or better, and those 
moderately improved, visual acuity of 20/70 to 20/40 and an improvement of at least one 
line. Marked improvement was obtained more frequently in the disciform type of macular 
degeneration than in the arteriosclerotic, although definite delay in progression was noted 
in this type also. Heparin was at first administered only in far advanced cases but later in 
early cases. In some of the latter, good results were obtained with only ten injections. In 
cases in which vision declined after several months or a year, improvement could again be 
secured by booster injections. The disciform type of macular degeneration should be treated 
with heparin as soon as the condition is diagnosed. Inasmuch as the arteriosclerotic type 
progresses more slowly, it is recommended that other methods of treatment be employed 
and that heparin be withheld until the central vision has declined to 20/40. The mode of 
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action of heparin is discussed and case histories presented. Available evidence indicates 
that the lipemia-clearing action of heparin and the absorption of fat films account for the 
favorable effects of heparin in senile macular degeneration. 


HYP ERCHOLESTEROLEMIA. 
Sherber, D. A. Am. Pract. & Digest Treat. 8: 776 (May) 1957. 


From a preventive standpoint, the control of the metabolic aspects of atherosclerosis 
appears to offer the best hope for successful therapy. Since essential hypercholesterolemia 
is frequently associated with atherosclerosis, the control of hypercholesterolemia may offer 
a means to influence the development of this disease. The literature with reference to the 
selection of an atherogenic index, the presence of hypercholesterolemia in various diseases, 
and various regimens recommended in an effort to regulate metabolic factors associated with 
the control of hypercholesterolemia are reviewed. Data are presented to show the relation 
of hypercholesterolemia to age. The mean serum cholesterol level increases with age from 
the second through the eighth decade. Likewise, the incidence of hypercholesterolemia 
increases with each decade. Eighty-nine per cent of the patients with hypercholesterolemia 
in these studies had cardiovascular disease. Polysorbate 8-Choline-Inositol Complex has 
now been used in the treatment of 50 patients with essential hypercholesterolemia. In all 
but 1 there was a fall in elevated serum cholesterol levels to normal values together with 
an increase in the output of urinary cholesterol and formaldehydogenic steroids. The com- 
plex produced no change in serum cholesterol values in patients with normal levels. Neither 
did it affect the serum cholesterol or steroid excretion levels in patients with hypercholes- 
terolemia secondary to hypothyroidism or adrenal insufficiency. The mixture acts as a 
physiologic complex in that reduction in any of its component parts eliminates its effect 
upon elevated serum cholesterol levels. The effect of Polysorbate 8-Choline-Inositol Com- 
plex in lowering elevated serum cholesterol levels to normal is interpreted to mean that 
the elevation of serum cholesterol in essential hypercholesterolemia is due to the presence 
of an abnormal cholesterol which is stabilized by the complex. The increased output of 
formaldehydogenic steroids is taken to indicate that the adrenal cortex is involved in 
cholesterol metabolism. 


LARGE GASTRIC RUGAE: BENIGN OR MALIGNANT. 
Steigmann, F.; Hyman, 8., and Kannapel, W. L. Gastroenterology 32: 72 (Jan.) 
1957. 


The patient in whom large gastric rugae are manifest upon roentgenographic or gastro- 
scopic examination or both presents a problem in management because treatment should 
be surgical if the condition is malignant, but medical if it is benign. The criteria for distin- 
guishing the two types are confusing, as a review of the pertinent literature shows. On 
the basis of their experience, the authors present criteria for determining the nature of 
giant rugae and for deciding upon the method of management. Twelve cases are sum- 
marized. Two of these patients had malignant lesions and 10 had benign hypertrophy of 
the rugal folds. It is concluded that a patient with large rugae may be managed medically, 
if the following conditions are met: the symptoms are of several years’ duration, the patient 
has previously responded to medical treatment, the localized abdominal pain and tender- 
ness are mild, the gastric acidity is high, and gastroscopy shows large rugae with a com- 
paratively smooth mucosa. Treatment should be surgical if symptoms have been present 
only a short time (months), the patient has severe generalized abdominal pain and tender- 
ness, severe nutritional disturbances, marked weight loss in a short time, and an enlarged 
spleen or lymph nodes or both. A family history of gastro-intestinal malignancy, or a blood 
dyscrasia in the patient or his family, strengthens the diagnosis of malignancy, as does 
mucosal bleeding or nodularity seen at gastroscopy. The latter signs indicate the need for 
surgical exploration. Laparotomy should be the method of approach when reasonable 
doubt exists as to the nature of the rugae. 
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WARTY DYSKERATOMA. A BENIGN CUTANEOUS TUMOR RESEMBLING DARIER’S 
DISEASE MICROSCOPICALLY. 
Szymanski, F. J. A.M/.A. Arch. Dermat. 76: 567 (Apr.) 1957. 


Warty dyskeratoma usually occurs singly and in elderly persons. Reports of 2 such 
lesions that were studied clinically and microscopically are presented along with a summary 
of findings in 5 other cases. One patient had 3 lesions, so that a total of 9 occurred in the 
7 patients whose ages varied from 43 to 66 years. The tumors had been present for six months 
to four years. All behaved like benign tumors and did not metastasize. Treatment con- 
sisted of surgical excision. Regrowth occurred in 2 cases in which the excision must have 
been incomplete. In appearance, the tumor presents no distinctive characteristics. Histo- 
logically, the pattern is clear and diagnostic; it resembles that of keratosis follicularis 
except that the epidermal tumorous proliferation is localized. Warty dyskeratoma is not 
related to, and does not predispose to keratosis follicularis. Microscopically, warty dyskera- 
toma differs also from nevus syringadenomatosus papilliferus. A horny plug can occur in 
the latter, but corps ronds and grains are absent. In the nevus two rows of cells line the 
large cysts and villi, whereas in warty dyskeratoma only one layer of cells covers villus- 
like projections. In contrast, too, the cells of the large cystic spaces exhibit no ‘“‘decapita- 
tion secretion’’ (suggesting origin from apocrine glands), and the villi contain only a few 
histiocytes. The granular layer of epidermis is absent over a small area at the base of the 
horny plug with marked hyperplasia of granular cells along the sides of it. Sections from 
keratosis follicularis and warty dyskeratoma react alike histochemically. However, glyco- 
gen is absent in nevus syringadenomatosus papilliferus but abundant in warty dyskeratoma. 
There are also slight differences in the desoxyribonucleic acid content of these two tumors. 


METASTASIZING SWEAT-GLAND CARCINOMA. REPORT OF A CASE. 
Telon, H. A.; Balkin, R. B., and Grier, J. P. A.M.A. Arch. Dermat. 76: 80 


(July) 1957. 


A case is reported of an asymptomatic sweat-gland tumor of the foot, of eighteen years’ 
duration. Ten months after excision of the primary tumor, a metastatic lesion to the in- 
guinal lymph node was dissected. The patient recovered without complications. Histologi- 
cally, the major portion of the tumor had the appearance of benign tissue of sweat-gland 
origin. In a small area of the specimen there was atypical proliferation underlying the 
cystic epithelial lining, with local invasion of adjacent stroma. In this area the nuclei 
varied in size and staining reaction. There were prominent nuclear membranes, clumping 
of the chromatin, prominent nucleoli, nuclear pyknosis, karyorrhexis, and numerous 
mitoses. Since there was a similar picture in the metastatic lymph-node lesion, it arose 
from the area of anaplasia in the primary tumor rather than from the well differentiated 
portion. The 23 acceptable cases of sweat-gland carcinoma with metastases reported in the 
literature are listed and analyzed. Histologically these varied from well differentiated 
papillary cystadenoma to anaplastic carcinoma not recognizable by itself as of sweat- 
gland origin. The primary tumor, or a portion of it, usually contained a papillary intra- 
cystic tumor that could be identified as of sweat-gland origin. Metastases to regional lymph 
nodes almost invariably were the first manifestation of spread of the tumor. In 12 of the 
23 reported cases, the metastasis was limited to the regional lymph nodes, but in 11 cases 
dissemination of metastases caused death. 


CANCER OF THE GINGIVA. 

Wilkins, S. A., Jr., and Vogler, W. R. Surg., Gynec. & Obst. 105: 145 (Aug.) 
1957. 
Eighty-one malignant neoplasms of the gingiva, representing almost 1 per cent of all 


cancers seen over a 19-year period from 1937 to 1956, are reported. The high proportion of 
females (54 per cent) in the study is unique, but this finding may be related to the per- 
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sistent habit of snuff-dipping still fairly common among certain women in the South. The 
high frequency of multiple primary cancers arising in the mouths in these patients with 
leukoplakia suggests that the entire mucosa has reacted to a common insulting agent, 
first to develop leukoplakia and then, frank cancer. In this series that agent appeared 
more often to have been chewing tobacco or snuff. Although irradiation therapy has gradu- 
ally given ground to surgery as the method of initial treatment, it appears to be just as 
effective as surgery curatively when the cancer is still confined to the gingiva. It is slightly 
less effective when lesions have spread to adjacent structures, and of almost no curative 
value in treating regional metastases. Irradiation and surgery were equally effective in 
curing Grade I lesions and equally less effective in curing Grade II and III lesions in this 
series. Conclusions regarding the role of surgery in the treatment of cancer of the gingiva 
in view of these findings are as follows: Surgery and irradiation are both of value in the 
initial treatment of limited lesions. The selection of one of these procedures over the other 
is made on the basis of certain factors other than the anticipated chance of cure. Surgery 
will salvage some irradiation failures. Irradiation will salvage an occasional surgical failure. 
Surgery constitutes the preferred treatment of certain extensive malignant processes of 
the gingiva, particularly those that invade bone, and those in which irradiation has failed. 
Surgery is the preferred treatment when metastases to regional nodes have occurred. 
Further extension of surgical methods bears little promise. Local recurrence remains the 
major problem for attack. (From authors’ summary and conclusions.) 


THE PROBLEM OF RECTAL INVOLVEMENT BY PROSTATIC CANCER. 
Winter, C.C. Surg., Gynec. & Obst. 105: 136 (Aug.) 1957. 


A distinction must be made between carcinoma of the prostate extending to the rectum 
and other types of neoplasia in the rectum, because of differences in prognosis and treat- 
ment. A four-year survey at 4 large general hospitals showed that prostatic carcinoma 


involved the rectum to such an extent that difficulty in diagnosis arose in 32 cases, or 11 
per cent. These were classified into 5 categories according to the type of involvement, as 
follows: occluding the rectal lumen, 8; annular, stenosing rectal lesion, 13; invading rectal 
mucosa, with or without the first two features, 7; separate metastasis to rectosigmoid, 3; 
carcinoma of both rectum and prostate, 1. It is apparent that the importance of Denon- 
villier’s fascia as a barrier to spread of prostatic carcinoma has been overemphasized. 
When examination indicates that an organ other than the prostate may be involved, a 
biopsy must be performed. Examination of the specimen should be supplemented by blood 
chemistry tests, staining and assay of prostatic tissue and secretion, and roentgenographic 
examination of the bones and the gastro-intestinal tract. Although the serum acid phos- 
phatase level is elevated in 75 per cent of persons with prostatic carcinoma, three such 
tests are run twenty-four hours after rectal-prostatic examination in order to avoid falsely 
elevated readings. The presence of malignant cells in the prostatic secretion, positive 
results with Géméri stains, and an elevated acid phosphatase content of tissue removed 
for biopsy support a diagnosis of prostatic carcinoma. Roentgenograms of the pelvic and 
vertebral bones for metastatic lesions, barium studies of the entire gastro-intestinal tract, 
eysto-urethrography, and cystoscopy are recommended for the significant information that 
they may yield. In the case of tumors that defy diagnosis as to origin, a short course of 
estrogen may resolve the problem. The treatment of malignant lesions arising in the rectum 
is primarily surgical. Because of the advances that have been made in the treatment of 
metastasizing prostatic carcinomas, it is imperative to arrive at the correct diagnosis in 
order to spare the patient unnecessary surgery. 





